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belladonna 


when you 

‘relieve 
nervous indigestion 
with 


SAFE, DOUBLE-SPASMOLYSIS) 
‘ ; 
BENTVL ydrpchloride . . 


for comfortable felief of nervous indigesti 
Clinical 2.3 and pharmacological or ie neryous i igestion 


results show that the dual actionof 1 4 / 
BENTYL (musculotropic, neurotropic) provides BENTYL Hydrochléride! 
with PHENOBARBITAL. /......... 15 mg. 
synergistic sedatipn is desired 
than that of all other antispasmodics tested. / 


complete and more comfortable relief 


DOSAGE: Two capsules three times daily, before or after meals. 
If necessary, repeat dose at bedtime. 


1. Hock, C. W.: J. Med. Assn. Ga. 40;22, Jan. 1951 ! 
2. Hufford, A. R.: J. Mich. St. Med. Soc. 49;1308, 1950 Merrell 
3. Chamberlin, D. T.: Gastroenterology 17;224, Feb. 1951 1828 
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The Anticholinergic Action of Banthine in Peptic Ulcer 


—reduces the excessive vagal stimulation characteristic of the ulcer 
diathesis by inhibiting stimuli at. . . 


1. The parasympathetic and sympathetic ganglia. 


2. The effector organs of the parasympathetic system. 


By this action Banthine Suggested Dosage: 


consistently reduces hy- 7. : One or two tablets 
permotility and, usual- a n | e (50 to 100 mg.) 
ly, hyperacidity. i 

y, hyp y sromies every six hours. 
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dual control... 


of colds... 
sinusitis...allergic rhinitis... 


For a twofold attack on congestion and 
hypersecretion associated with all forms of rhinitis 
and sinusitis, the time-tested Neo-Synephrine 

has been combined with the highly 

effective antihistaminic Thenfadil. 


decongestant antihistaminic 


neo- ‘Synephring thenfadil sours 


well tolerated... potent 
no drowsiness 


Neo-Synephrine Thenfadil 


solution contains 0.25 per cent 


and 0.1 per cent Thenfadil 


hydrochloride in an isotonic 
buffered aqueous vehicle. 
Supplied in bottles of 30 cc. 
(1 fl. oz.) with dropper. 


i 
Neo-Synephrine hydrochloride 
t 


New 18. N.Y. Winosor, Onr Neo-Synephrine and Thenfadil, 


trademarks reg. U. S. & Canada 
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ARTICLES 


Bites and Stings 
D. G. Miller, Jr., M.D. 


The diagnosis and treatment of snake, spider, and insect 
bites; types and administration of antivenin. The preven- 
tion of rabies, with indications for Pasteur treatment; re- 
actions to rabies vaccine. 


Scabies. . 
Norman Tobias, M.D. 


The symptoms and diagnosis of scabies; basic principles 
of treatment with a discussion of seven scabicides. The 
management of complications following treatment. 


Drug Reactions 


Nathan Flaxman, M.D. 
A study of the causes of toxic reactions and fatalities 
from the use of drugs; methods for avoidance and con- 
trol of dangerous side effects. 


Plaster of Paris.Casts for the Extremities 
T. B. Quigley, M.D. 


The materials and methods used for application of six 
common plaster of Paris casts, with instructions for care 
after application. 


Low-Grade Fever 
Walter C. Alvarez, M.D. 


A review of diseases with puzzling sympt to consid 
in determining the cause of long-continued, low-grade 
fever. 


Acute Poliomyelitis . 
Arthur F. Abt, M.D. 


An analysis of significant factors in diagnosing several 
types of acute anterior poliomyelitis, including methods 
of treatment for early stages of the disease and respira- 
tory complications. 


Practical Use of 


Insulin Preparations . 


Arthur R. Colwell, M.D. 


A discussion of the use of NPH insulin and other depot 
types of insulin for the treatment of diabetics, with refer- 
ence to their advantages and disadvantages. 


(Continued on page 5) 
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NEW IN 1951 


SURGICAL CARE 
Ready Aug. 1951 
By ROBERT ELMAN, M.D., F.A.C.S. 
Systemic Reaction to Trauma—Psychogenic Factors in Surgery—Nutrition in Surgery—Physical Factors in 
Surgery—Basic Preoperative Care—Anesthesia—Inhalation Therapy and Resuscitation—Routine Postop- 
erative Care—Chemotherapy in Surgery—Postoperative Pain—Pulmonary Complications—Thromboembolic 
Disease—Postoperative Renal Dysfunction—Surgical Shock—Wound Complications—Abdominal Compli- 
cations—Postoperative Fever—Burns. 


600 Pages. 64 Illustrations. 1st Edition. $8.00 


Ready June 1951 


PHYSICAL DIAGNOSIS 
By RAYMOND W. BRUST, M.D., F.A.C.P. Asst. Visiting Physician, Philadelphia General Hos- 
pital; Assoc. in Medicine, University of Pennsylvania School of Medicine. 


This new text is a radical departure from the usual type in that it presents the physical signs and symp- 
toms in essence, integrated and cleared of extraneous material. It follows the same systemic approach to 
various parts of the body that is used in actual practice. It concentrates on principles and methods and 
omits irrelevant detail. Its attempt is to aid the student to rely on his own senses and observations, in- 
terpret them logically and arrive at a diagnosis. Carefully selected illustrations picture technics. 

300 Pages. 71 Illus. 1st Edition $4.50 


| Published Jan. 1951 


DISEASES oF tHE TROPICS 
By GEORGE C. SHATTUCK, M.D., Harvard University School of Public Health 

A concise, practical text covering the recognition, epidemiology, prevention and control of tropical diseases 

and medical conditions. Latest proven methods of diagnosis and treatment are stressed. 

814 Pages. 450 Illus. 1st Edition. $10.00 ‘ 


| Published Feb. 1951 


PROGRESSIVE RESISTANCE EXERCISE 
By THOMAS L. DeLORME, M.D., and ARTHUR L. WATKINS, M.D., Massachusetts General 
Hospital 


The detailed technics for the restoration of muscles to maximum function efficiency by tested methods 
of therapeutic exercise. General practitioners, orthopedists, pediatricians, physical therapists and techni- 
cians will find it invaluable in the rehabilitation of patients with impaired muscle functon. 

. 256 Pages. 183 Illus. 1st Edition. $5.00 


Published Feb. 1951 


FIRST AID: SURGICAL AND MEDICAL 
By WARREN H. COLE, CHARLES B. PUESTOW and 19 Collaborating Physicians 


A professional guide for use by physicians, medical students, nurses and others with training in the bio- 
logical sciences. Excellent new material is included on the emergency care of atomic and industrial injuries. 


4th Edition. 448 Pages. 196 Illus. $4.00 


ORDER THROUGH BOOKSELLERS OR 


APPLETON-CENTURY-CROFTS, INC. 
35 W. 32nd St., New York 1, N. Y. 
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NOW A “DIRECT APPROACH” 
TO PAIN RELIEF IN 
ARTHRITIS AND RHEUMATISM 


SODIUM 2, 5, DIHYDROXYBENZOATE 
0.5 GRAM TABLETS 
SUTLIFF & CASE CO. 


THE ONLY SODIUM GENTISATE TABLET 

WITH RECOMMENDED DOSAGE SUFFICIENT 

TO ASSURE RELIEF OF PAIN IN ALL TYPES 
OF ARTHRITIS OR RHEUMATISM 


Just released following years of clinical and 
laboratory research with SODIUM GENTISATE. 


Clinical and laboratory investigation shows 
CASATE well tolerated in large or small dosage 
by patients of all ages. Compatible with therapy 
used in other associated chronic diseases.* 


CD errective 


Clinical findings show CASATE to be of value in 
almost all types of arthritis or rheumatism. In one 
group of 45 cases of rheumatism, not one 
patient failed to exhibit some impro 2° 


Low in cost—oral administration—requires a 
minimum of laboratory checks. 


AVAILABLE 


CASATE (sodium 2, 5, dihydroxybenzoate) 
tablets contain 0.5 ‘gm. (7.7 gr.), supplied in 
bottles of 100. 


*M, THOMAS GORSUCH, M. S., M. D. Clinical and Labo- 
ratory Investigation of Sodium Gentisate as an Antirheu- 
matic Treatment. Medical Women's Journal, Sept. 1950. 
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WRITE FOR COPY OF CLINICAL AND LABO- 
RATORY INVESTIGATION JUST PUBLISHED 
S 260 SPRING STREET, PEORIA, ILLINOIS 
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Stretching their dollars is your job, too 


In these days of high living costs, most young 
parents find that the expense of raising a baby is a 
more serious problem than ever. That’s why they are so 
grateful for advice that enables them to give their 
baby the best food and care at the lowest cost. As a 
physician, you want to help young parents with this 
problem. And you can do this so easily with Pet Evap- 
orated Milk, which can save parents from $10 to $50 
or more in the first year on the baby’s food alone. 


You can be confident, too, that there is no better form 
of milk than Pet Milk—sterilized in the sealed can 
—it’s protein heat-softened to practically the same 
ready digestibility of human milk-—complete in all 
the essential food values of whole milk —recom- 
mended for bottle-fed babies by so many physicians 
everywhere in the United States. 


FAVORED FORM 
OF MILK FOR 
INFANT FORMULA 


PET MILK COMPANY, 1485-G Arcade Building, St. Louis 1, Missouri 
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MEMO FROM 


THE MANAGING PUBLISHER 


GP 1s PLEASED and proud to welcome a new sponsor for 
its “Practical Therapeutics” department with this issue. 
The brilliant series of articles on current therapeutic topics 
contributed by Jefferson Medical College was concluded 
with the June issue, the final number of Volume III. Be- 
ginning this month and for the eleven succeeding months 
the feature article in this department will be contributed 
by the Department of Medicine of the Northwestern Uni- 
versity Medical School. 

In this column we will tell you in future issues about 
an editorial research study recently conducted for the Acad- 
emy’s official journal. For the moment it is sufficient to say 
that among GP’s standing departments “Practical Thera- 
peutics” won a very high rating. We found, indeed, that 
it was one of the most popular sections in the book. 

The success of this valuable feature is not alone due to 
careful planning on the part of the Publication Commit- 
tee; chief credit belongs to Dr. Martin E. Rehfuss, Profes- 
sor of Clinical Medicine in Charge of Therapeutics at 
Jefferson, and the members of his faculty. Dr. Rehfuss 
acted as editor for the series. His capable and gracious sec- 
retary, Miss Ruth Jackson, voluntarily assumed the role of 
“expediter.” Thanks to the interest and perseverance of 
these two and the splendid co-operation of Jefferson’s medi- 
cal department faculty, the opening series of “Practical 
Therapeutics” has established it as an extraordinarily valu- 
able feature. 

Our original plans were to invite leading schools to spon- 
sor this department in turn, each taking it for twelve issues 
or two volumes. Jefferson having completed a series of fif- 
teen (there were only three issues in Volume I), the Pub- 
lication Committee decided to invite Northwestern to spon- 
sor the department for Volumes IV and V. Letters to Dr. 
J. Roscoe Miller, President of the University and formerly 
Dean of the Medical School, and to Dean Richard H. 
Young, brought prompt acceptance. Dr. A. R. Colwell, 
Chairman of the Department of Medicine, advised that 
his faculty would accept the assignment. Dr. Franklin A. 
Kyser, a member of the medical faculty and editor of the 
recently published textbook Therapeutics in Internal 
Medicine, was selected to edit the series. 

The twelve subjects to be covered were selected in con- 
ferences between Editor Walter Alvarez and Dr. Kyser. The 
series opens this month with “The Use of Insulin Prepara- 
tions,” with Dr. Colwell as the author. 

The significant and practical material scheduled for fu- 
ture issues promises to win new praise from GP’s readers 
for this unusual and valuable feature. 


—M.F.C. 
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so valuable in so many smooth-muscle spastic states... 
effective... palatable... well tolerated.. 


In peptic ulcer, to control excess motor activity such as hyperperistalsis. 
In colic in infants and children. 

In mucous colitis, dysentery and nonspecific ulcerative colitis, 

to relieve pain and decrease frequency of bowel movements. 

In spastic constipation. 

In functional derangements causing dyspepsia, post-prandial cramps, 
and flatulence. 

In pseudo-ulcer syndrome and biliary colic. 

In cystitis, pyelitis and urethritis, to relieve excess bladder irritability. 
In ureteral spasm and colic, especially when the ureter 

is actively contracting. 

In enuresis in children, to inhibit excess detrusor urinae tone. 


Each 5 cc. teaspoonful contains: total natural belladonna alkaloids, 0.2 mg.; 
phenobarbital, 4 gr. (16 mg.); thiamine hydrochloride, 5 mg. (nearly three times 
the recommended daily allowance)—in an appetizing wine-base vehicle. Alcohol, 15%. 


{ 


elixir ‘ESkaphen B with Belladonna 


(belladonna + phenobarbital - thiamine) 
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it combats Spasm; it relieves nervous tension; 
it helps rectify dietary deficiencies 


Smith, Kline & French Laboratories, Philadelphia 


*°T.M. Reg. U.S. Pat. Off. 
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Hospital Standards 
Leading AMA Issue 


Medical Supervision 
Sought by Academy 


Ratio on Committee 
Remains Unsettled 


» As predicted here last month, the hottest subject under 
discussion during the A.M.A. annual meeting in Atlantic City 


was hospital standardization. It was one of the chief topics 
of conversation up and down the boardwalk throughout the week. 


A record crowd turned up for the reference committee hearings. 
After the first few minutes it became necessary for the com- 
mittee to adjourn to a larger room to accommodate all the 
interested members who came to listen and express their views. 


The reference committee was presented with two alternatives: 
To recommend approval of the Board of Trustees' recommenda- 
tion for a joint committee on accreditation composed of 6 
representatives from the A.M.A., 6 from the A.H.A., 3 from the 
A.C.S., and 3 from the A.C.P. ; or to endorse a contrary resolu- 
tion introduced by Dr. Ralph Johnson of Michigan directing the 
A.M.A. to assume the responsibility, inviting the co-operation 
of other interested organizations. Several similar resolu- 
tions were introduced by other delegates, all in agreement with 
the stand taken by the A.A.G.P. at its annual meeting last 
March that full responsibility for control of medical practice 
in hospitals should be vested in the A.M.A. 


No one spoke officially for the Academy in the hearings, 
though Dr. John 0. Boyd, Jr., Dr. Paul A. Davis, and several 


other Academy members spoke on the question in their regular 
capacity as A.M.A. members. In his remarks Dr. Boyd emphasized 
that the issue was not whether general practitioners should be 
represented on the joint committee, but whether control of the 
program should be assumed by the A.M.A. where all special groups 
in the profession had opportunity to participate in its 
direction. 


any delegates obtained the impression during the spirited 
Gobet which took place in t) the hearings and hotel rooms that 


the Academy's interest in the problem was prompted by a desire 
to £ gain representation on the proposed joi joint committee. This, 
of course, was contrary t« to yfact. The policy of the Academy was 
expressed by its Congress of Delegates in San Francisco last 
March. The resolution adopted there stated merely that the 
standardization of hospital medical practice was the proper 
and logical function of the A.M.A. By implication it opposed 
a joint committee with representation from special groups. 
Unfortunately, a different impression gained circulation, 
however, and this perhaps played a part in the reference com- 
mittee's disapproval of the principle espoused by the Academy. 


> When the issue was finally closed, the door was left slightly 
ajar. The reference committee approved the creation of a joint 
committee as requested by the Board of Trustees, but recom- 
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Louis Bauer Will 
Succeed John Cline 


Whitaker & Baxter 
Contract Extended 


Academy Member Is 
New Board Chairman 


mended that those negotiating for the A.M.A. seek to rearrange 
the proposed representation, giving the A.M.A. 8 representa- 
tives to 4for the A.H.A. with 3 from each of the other two par- 
ticipating bodies. Before voting on the reference committee 
report, the House adopted an amendment offered by Dr. Vincent 
Askey of California to the effect that the Board of Trustees 
would be bound in its negotiations by the "principles elucidated 
by the House of Delegates." It was stated from the speaker's 
rostrum, nevertheless, that this did not bind the Board to 
demand an 8-4-3-3 ratio. This practically assures adoption of 
the original proposal for equal representation of the A.M.A. 
and A.H.A. 


The reference committee recommended that general practice be 
represented on the joint committee. 1t was freely predicted 
that at least two of the six A.M.A. representatives would be 
general practitioners. Having been previously approved by the 
A.C.S. and the A.C.P., the proposal for a joint committee now 
awaits only approval of the A.H.A. which will act on the matter 
at its fall meeting. 


> Dr. Louis H. Bauer of Hempstead, New York, former chairman of 
the Board of Trustees, was named president-elect by the House 
of | Delegates. Next year ~he will succeed Dr. John Cline who took 
office from Dr. Elmer Henderson at the June meeting. One of the 
most scholarly and provocative addresses ever presented in 

an A.M.A. hall was delivered by Dr. Cline at the inaugural 
session. He declared that "no health crisis or medical emergency 
exists in this country." 


> On the final day the Board of Trustees announced that Whitaker 
& Baxter would be retained as ; public relations consultants 
through 1952. Their original contract expired this year. The 
House also endorsed federal aid for medical school expansion 
and construction a la Hill-Burton, but turned thumbs down on 
continuing subsidies. It supported proposals of the American 
Bar Association for tax-deductible private pension plans for 
professional men. A proposal by Dr. Elmer Henderson that the 
General Practitioner Award be given two men annually, one over 
and one under 50, was referred for further study. Referred to 
the Council on Medical Education and Hospitals was a proposal 
that the number of medical meetings be reduced by combining 
hospital staff and county society meetings. 


The House also voted to seek a reversal of a 1921 ruling of the 
Internal Revenue Board disallowing income tax deductions for _ 
postgraduate study expenses. It was stated that the question 
would be litigated if necessary. 


> A member of the Academy succeeded Dr. Bauer as chairman of 
the Board of 1 Trustees. He is Dr. Dwight | Murray, a an active member 
of the California chapter. His home is in Napa. 


Dr. Tom Robinson, of Salt Lake City, was elected Chairman of 
the S Section on General Practice. Vice-chairman is Dr. Richard 
Mills. Dr. E. I. Baumgartner was made secretary and Dr. P. A. 
Davis was re-elected Section delegate. Dr. Charles McArthur 
was named Section representative to the Committee on Scientific 
Exhibit. 


Respectfully yours, 


‘ 
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Antacid and antispasmodic action com 
by a local analgesic and mild sedation — 
providing immediate and sustained relief 


from the discomforts of: 


GASTRIC HYPERACIDITY 


— - 
A TABLETS in bottles of 1}00and1,000 
W-T POWDER in 6 av. ounce jars 
-WARREN;TEED 
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Editorial Advisory Board 
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Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. L., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.LD., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
Gerald H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; 
C. E. de la Chapelle, M.D., New York, N. Y.; William 
H. Gordon, M.D., Lubbock, Tex.; William J. Kerr, 
M.D., San Francisco, Calif.; Louis B. Laplace, M.D., 
Philadelphia, Pa.; Wallace M. Yater, M.D., Washing- 
ton, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul 
B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Downing, M.D., Chicago, IIl.; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell 
Finland, M.D., Boston, Mass.; Perrin H. Long, M.D., 
Brooklyn, N. Y.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., New York, N. Y.; Willard O. Thompson, M.D., 
Chicago, 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 
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General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Allison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo.; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Atlantic City, 
N. J.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; IL. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIL; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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The only broad-spectrum antibiotic available 

in concentrated drop-dose potency, Crystalline 
Terramycin Hydrochloride Oral Drops provide 
200 mg. per cc.; 50 mg. in each 9 drops. 
Indicated in a wide range of infectious diseases, 
Terramycin Oral Drops are miscible with most 
foods, milk and fruit juices, affording optimal 


ease and simplicity in administration. 


Supplied | 2.0 Gm. with 10 cc. of diluent, 
and calibrated dropper. 


ANTIBIOTIC DIVISION CHAS. PFIZER ®& CO., INC., Brooklyn 6, N. Y 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Henry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harold Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Topeka, Kan.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel 
Hill, N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; 
D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talboti, M.D., Buffalo, 
W.. ¥. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D'Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio.; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


Calcium Levulinat 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
* Chocolate flavored—No chalky taste 
* Non-irritating—No side effects 


@ EACH TABLET CONTAINS 


@ INDICATIONS 


Vitamin C (Ascorbic Acid) 


® DOSAGE 


Vitamin B; (Thiamine)  .......... 


4gr. Tetany 
..0.5 mg. Arthritis 
— 10 mg. Skin Conditions 


Vitamin D (Steenbock) 250 U.S.P. Units 


Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 


800 N. Clark St. 


Muscular Fatigue 

Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


Chicago 10, il. 


Send for 
sample and 
literature 


Enclose 
professional 
card. 
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HYPODERMOCLYSIS 


with WYDASE 


without WYDASE 


WYD AS F For speedy absorption of fluids in 
hypodermoclysis. Prevents pain from 
(formerly Hydase), stretching of tissue—nontoxic and 

apparently nonallergenic. 
Hyaluronidase For More Complete and Widespread 
Local Anesthesia—fewer injections 


Wye of local anesthetics required. 


Wypast in dry form is stable indef- 
; initely; keeps in sterile solution for 
2 weeks—refrigeration unnecessary. 


ighly SuppuieD: Vials of 150 and 500 


: Purified turbidity reducing (TR) units. 


*Trade Mark 


Wyeth Incorporated + Philadelphia 2, Pa. 
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Chis Month’s Authors 


Arthur F. Abt, M.D., 


is Associate Professor of Pediatrics at Northwestern University Medical School and At- 
tending Pediatrician at the Sarah Morris Children’s Hospital. Dr. Abt, who received his 
pediatric training at Johns Hopkins Hospital, joined his father, Isaac F. Abt, in the prac- 
tice of pediatrics in Chicago after a year of postgraduate study in Europe. After serving in 
World War II, he resumed the private practice of pediatrics. Three hobbies occupy Dr. 
Abt’s spare time—sailing, gardening, and philately. 


Nathan Flaxman, M.D., 


a native of Chicago, was graduated from Loyola University School of Medicine and in- 
terned at Columbus Hospital and Cook County Hospital, Chicago. In 1948 he became 
an Associate in Medicine with the Chicago Medical School, and since 1933, he has been 
a Clinical Assistant in Medicine at the Mount Sinai Hospital. Dr. Flaxman, who is en- 
gaged in the practice of internal medicine, has contributed numerous articles to the medi- 
cal literature. 


D. G. Miller, Jr., M.D., 


secretary of the Kentucky chapter of the American Academy of General Practice, has been 
engaged in general practice in Morgantown, Kentucky, since 1936. Dr. Miller, professorial 
Lecturer in Medicine at the University of Louisville, outlined and gives a course in gen- 
eral practice which is a required subject for fourth-year students. He is Associate Professor 
of Public Health at Meharry Medical College in Nashville. This issue of GP contains 
his second scientific contribution to the publication. 


T. B. Quigley, M.D., 


received his M.D. degree from Harvard Medical School in 1933. Following a residency 
in pathology at the Willard Parker Hospital, New York City, he served an internship 
in surgery at the Peter Bent Brigham Hospital with which he has been affiliated as an 
Associate in Surgery since 1945. During World War II, he served four years with the 
Medical Corps of the Army. Dr. Quigley is the author of Plaster of Paris Technique in 
the Treatment of Fractures and Other Injuries, which was published in 1945. 


Norman Tobias, M.D., 


a graduate of the New York University College of Medicine, is Associate Professor of 
Dermatology at St. Louis University. Dr. Tobias, who did postgraduate work in Vienna, 
Austria, is the author of Essentials of Dermatology, now in its third edition, and of nu- 
merous articles on dermatologic subjects. He is a member of the Society for Investigative 
Dermatology and the American Academy of Dermatology and Syphilology. His chief 
diversions are hiking and photography. 
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physical 


Diarrhea control does not require complex 
equations denoting physical adsorptive powers 
for toxins and bacteria, physical coating poten- 
tials, or hydrophilic capacity for physically 
consolidating stools. 


To achieve these goals quickly in diarrheal dis- 
turbances precipitated by dietary indiscretions, 
spoiled foods or intestinal allergies, the thera- 
peutic equation simply calls for physically 


effective ... 


Each fluid ounce contains: 


Kaolin go grs. 
Pectin 2 grs. 


Available in bottles of 10 fluid ounces. 


Dosage: ADULTs — 2 or more tablespoons after 
each bowel movement, or as indicated. 


CHILDREN — 1 OF more teaspoons accord- 
ing to age. 
*Trademark, Reg. U.S. Pat. Off. 


> 


‘THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


at 

S-, 
7 


herever 


there are babies... 


Au over America, the use of Lactum and Dalactum is steadily 
growing because of physicians’ acceptance. 

These evaporated milk and Dextri-Maltose® formulas pro- 
vide ample milk protein of high quality, easily assimilated 
carbohydrates, and appropriate butterfat content. 

Lactum is a whole milk formula; Dalactum, a low fat formula. 

Lactum and Dalactum formulas are simple to prepare, re- 
quiring only the addition of water. 

Because their convenience is linked with nutritional sound- 
ness, Lactum and Dalactum are prepared formulas of choice. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,I1ND., U.S.A. 
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For four decades, the use of cow’s 
milk, water and Dextri-Maltose® 
formulas has enjoyed wide pedi- 
atric acceptance. And successful 
clinical results attest the sound- 


ness of these formulas. 


EVAPORATED ° 
‘ORM FA 
FORMULA FOR INFANTS — ULA FOR IN! 
from wnole milk and Dextr: Maltos® 


wth added vitamin D. 
aporated. 


canned and stenizeé 


sskien and Dest 
added 


MEADS 


Mrap JoHNSON & 
4 = 


co. 


Lactum and Dalactum are prepared for use simply by adding water. 


For optimum nutrition of mfants 


¥ Lactum is an evaporated whole _Dalactum is a low fat formula 


f ‘ milk and Dextri-Maltose designed for premature and 
dé “ ) formula designed for full term full term infants with poor fat 


\ infants. tolerance. 


Both Lactum and Dalactum are generous in protein, 
for optimum growth and development. . 


MEAD JOHNSON & CO. 


EVANSVILLE 21,IND., U.S.A. 
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more effective 


finea capitis 
“More effective in ringworm 


of the scalp than any other 
topical agent.’”” 


tinea pedis 
In “athlete’s foot’ a 
combined cured and improved 
rate of 95% has been obtained.' 


Also indicated in 
tinea corporis 
tinea cruris 
tinea versicolor “broad antifungal spectrum 


--.good cutaneous tolerance.” 
Asterol 


5% tincture ... ointment... powder... 
sprayed, applied with cotton or dusted on Roche 


1. Stritzler, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Sc., 13:31, Nov., 1950. 


HOFFMANN-LA ROCHE INC ROCHE PARK + NUTLEY 10+ NEW JERSEY 


ASTEROL DIHYDROCHLORIDE ‘ROCHE’=BRAND OF DIAMTHAZOLE DIHYDROCHLORIDE 
ETHOXY)-BENZOTHIAZOLE DIHYDROCHLORIDEL 
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“For every person who to resist food 


worries himself thin there 


are three who eat their | 0 34 { TY 
way to obesity.” These in- 
dividuals present a prob- 
lem to the physician since 
their chief pleasure is food. 
OBOCELL exerts a double action in keeping the obese patient on a diet 
l-o-n-g-e-r. Obocell (1) suppresses bulk hunger; (2) curbs the appetite. Further- 
more, Obocell elevates the mood and supplies non-nutritive bulk residue lacking 
in obesity diets. Thus, patients on Obocell therapy naturally eat less, do not 
violate their diet, lose weight and are satisfied ‘and happy. 
Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methyl- 
cellulose, a Dose: Three to six tablets daily, usually given 30 minutes 
before meals. Supplied: In bottles of 
100, 500, 1000. 
1. Bram, I.: Arch. Ped. 67: 543-552, 1950. 


IRWIN, NEISLER & COMPANY 
Dept. GP PECATUR, ILLINOIS 
Literature and. Somples on Request. 


COMBINED 
HUNGER AND 
APPETITE DEPRESSANT 
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Yours Cruly.. . 


Hit Is HIP 


Dear Sir: 

We in Nassau County were very much surprised when 
we read in the March issue of GP an article by one 
George Robert Burns entitled “Family Health Maintenance 
Demonstration.” This article, which started out as a de- 
scription of a technique of family health maintenance 
wound up as a glowing tribute to the Health Insurance 
Plan of New York, otherwise known as HIP. 

The exact way in which this new system of family 
health maintenance is to improve and promote the health 
of the family is not made quite clear. It appears that all 
their personal and family problems are to be solved by 
social workers, nurses, dietitians, psychologists, general 
practitioners, and specialists of all kinds who are to swarm 
over the lucky family like homing bees over the hive. 

One cannot help but wonder whether people are any 
longer capable of and interested in managing their own 
affairs and whether we have forgotten that our ancestors 
came to this country primarily because they wanted to be 
left alone to live their own lives in their own way. 

However, our interest in this article is directed to the 
florid description of HIP wherein are enumerated all the 
advantages accruing to the general practitioner by virtue 
of his membership in HIP. To quote from the article: 
“Through the HIP the general practitioner has a place 
of honor. . . . The HIP pays the medical groups for medi- 
cal treatment by their physicians in the home and in the 
office. . . . The plan should help restore the general prac- 
titioner to his former position of medical and cultural 
leadership.” 

It is granted at the outset that HIP achieves certain 
laudable aims—all its physicians are required to meet ade- 
quate standards of competence; it assures the doctor of a 
steady income without collection worries; it provides the 
patient with complete medical service by general practi- 
tioners and specialists at a low annual fee. 

The article does not explain that the HIP is a version 
of the old system of contract practice whereby the physi- 
cian receives a set fixed annual salary for rendering un- 
limited medical care to one or more persons. In the HIP 
the unlimited service is rendered by a group of physicians 
who divide the group’s fixed income among themselves in 
an agreed manner. 

This plan has all the disadvantages of contract practice 
plus a few peculiar to its own system of organization. 
Free choice of physician must be an essential feature of 
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any satisfactory form of medical practice. In HIP the 
patient is restricted in his choice to the physicians in the 
group to which he has chosen to attach himself; in New 
York City that means a choice of some 900 physicians out 
of the 12,000 or more practicing in the city. 

In this connection, the following resolution was passed 
by the Congress of Delegates of the New York State Chap- 
ter of the Academy at its annual meeting in October, 
1949: “Resolved, that the New York State Chapter of the 
Academy disapproves of any prepayment plan which does 
not give the patient free choice of physician.” 

Also, the general practitioner's choice of consultant is 
restricted to the specialists in his own group. Like the 
general practitioner in England today, the general practi- 
tioner in HIP has no protection against excessive and un- 
reasonable demands for service. The general practitioner 
makes all the house calls and all the night calls. The 
group as a whole and, to a lesser degree, the general prac- 
titioner as an individual cannot reject a patient who desires 
the services of that particular group. 

The work of the general practitioner in the group is 
sharply restricted. All the surgery is done by the surgical 
specialist of the group, all the orthopedics is done by the 
orthopedic specialist, all the obstetrics by the obstetric spe- 
cialist, all the newborn infants are cared for by the pedia- 
trician of the group, etc. This may be quite satisfactory 
for the general practitioner who is not much interested in 
general practice but we feel that a system of this kind 
unduly restricts the field of activity of the general practi- 
tioner and impairs his interest in the medical and surgical 
specialties. We do not believe that this is a good thing for 
either the general practitioner or for the public. Such re- 
striction of practice tends to relegate the general practi- 
tioner to the status of a medical clerk whose main function 
is to determine the proper specialist to whom the patient 
should be sent. 

We are not in agreement with the principle of unlim- 
ited service for a fixed fee. In fact, we do not believe that 
the term “insurance” can be properly applied to HIP at 
all, as any system which provides unlimited benefits in 
return for a fixed premium can hardly be called insurance. 
For these and other reasons the Nassau County Medical 
Society in 1947 and again in 1950 passed resolutions dis- 
approving the principles and the practice of HIP and re- 
questing any of its members who belonged to HIP groups 
in other counties (there being no groups in Nassau) to 
sever their connection with them. 
(Continued on page 21) 
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PENTOBARBITAL + PHENOBARBITAL 


A NEW SEDATIVE 


UNIQUE CONSTRUCTION 


FOR PROMPT SEDATION 


(jf TWIN-BARB's shell of pentobarbital 


x Pentobarbital sodium (1 gr.) ensures restful 
Enteric Coating sleep within fifteen to thirty minutes. 
Phenobarbital 


There is no preliminary excitation, 
such as often results from unmod- 
ified phenobarbital medication. 


TWIN-BARB* is a layered tablet combining two 
time-proved barbiturates in tandem array. 


- NIGHTLONG SLEEP 


. TWIN-BARB contains a nucleus of 

« Phenobarbital (Y%2 gr.) which is 
enteric-coated for delayed effect. 
The initial level of sedation is thus 
sustained throughout the night. 


TWIN-BARB's carefully adjusted bar- 
biturate balance minimizes the like- 
lihood of “hangover” symptoms 


TWIN-BARB is supplied in bottles of 
100 and 1,000 round, blue tablets; also avail- 
able as reduced-strength, oblong, gray tablets. 


(Y2 gr. phenobarbital, % gr. pentobarbital | il 
sodium). | é 


*Trademark of B.F. Ascher & Co., Inc. 


all B. F. ASCHER & co., INC. 
CMical Wedicinals 


"ily KANSAS CITY, MISSOURI 
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ceptions about HIP which may have arisen in the minds 
of your readers as a result of Mr. Burn’s article. 


Lyon Sree, M.D. 


Nassau County (New York) 
Chapter of A.A.G.P. 


Dear Sir: 

In the March, 1951, issue of our magazine GP there 
appears an article titled “Family Health Maintenance 
Demonstration” by George Robert Burns. This is ‘an ar- 
ticle which gives very favorable publicity to the HIP 
CHealth Insurance Plan). Many of our members and 
county chapters have objected to this article and I am 
instructed by the Board of Directors of the New York 
State Academy of General Practice to voice our dis- 
approval. 

The HIP is a New York City insurance plan founded 
by Dr. George Baehr under a special act of the Legislature 
by which medical care was to be provided for city em- 
ployees, with a stipulation that half of the premium is to 
be paid by the City of New York and the other half with- 
held from the employees’ salary. Dr. George Baehr estab- 
lished the medical program by soliciting doctors and form- 
ing medical panels for different communities. The panels, 
now being called Medical Centers, are paid on a pro- 
rated basis according to the Plan income and the number 
of policyholders served. 

No metropolitan county medical society endorsed this 
plan but, since we are urged to foster voluntary insurance 

. plans, none disapproved it. As long as the plan was 
limited to city employees, we gracefully suffered its ap- 
propriation of our city patients. However, during the past 
few years the HIP has attempted to enlarge itself by 
offering its facilities to noncity employee groups. Toward 
this end it has circularized large housing project groups 
in an effort to sign up large numbers of policyholders. 

To this continued rapacity of our private patients by 
the HIP all of the nonparticipating physicians of New 
York City objected. Each county medical society has been 
entertaining motions and resolutions to curb the Plan’s 
activities, to censure the Plan’s unethical advertising and 
to discipline its participating physicians. The New York 
State Medical Society within the past month withheld 
approval of the HIP when requested for it by Dr. George 
Baehr. The metropolitan county chapters of the American 
Academy of General Practice have consistently refused 
membership to HIP participants. You can readily appre- 
ciate, therefore, with what consternation your members 
read this article lauding the HIP in their own magazine, 
GP. 

It has been proposed that the New York State Acad- 
emy officially condemn the publishing in our official 
organ, GP, of any material favorable to men or organizations 
inimical to the best interests of the medical profession. 
I respectfully request that our editorial office refuse to 
print, in the future, any articles of a local nature without 
first submitting the article, or its nature, to the local state 
or county chapter for approval. Enclosed find a copy of 
the Physicians Guild Bulletin of Kings County which 
contains an excellent article on this matter by Dr. George 


(Continued on page 23) 
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STOP URINARY INFECTION 


U RI SE D 


URISED arrests urinary infection 


As the methenamine, salol, methylene blue and 
benzoic acid in URISED (Chimedic) are excreted in 
the urine, they exert their antibacterial action along 
the entire urinary tract. 


URISED overcomes pain and spasm 


URISED (Chimedic) exerting the specific actions of 
atropine, hyoscyamine and gelsemium, overcomes 
smooth muscle spasm along the urinary tract and 
provides rapid relief of pain, urgency, dysuria, fre- 
quency, which accompany urinary infection. 


SAMPLES AND LITERATURE ON REQUEST 


CHICAGO PHARMACAL CO. 


5547 N. Ravenswood Ave., Chicago 40, Ill. 


VOLUME INDEX 


Copies of the Subject and Author 
Index of Velunes |, Il, and Ill of GP 
are available free of charge to sub- 
scribers who wish to have them. Readers 
who wish to preserve their copies of 
GP by binding them into volumes will 
want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 
406 West 34th Street, Kansas City 2, 


Missouri. 
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The use of Crystoips® Anthelmintic is widely regarded 
as one of the best procedures for ridding humans of hook- 
worms and roundworms because: 1) it is so promptly and 
consistently effective—usually killing the parasites out- 
right, thus preventing their migration; and 2) it is so safe 
—producing virtually no evidence of toxic effect on the 
patient when properly administered (see Administration 
and Dosage). 

Single doses of Crystoips have been found to eliminate 
90% to 95% of roundworms, and 80% to 85% of hookworms 
in man. Crystoips are also effective in the treatment of 
other worm infestations: pinworm or seatworm, whipworm 
or threadworm, dwarf tapeworm, and the common tapeworm, 
Although it usually is not necessary for the eradication of 
roundworms, it is desirable in the treatment of most other 
parasitic intestinal infections to administer a retention 


Finding the characteristic ova of hookworm or roundworm in the feces 
is indication for treatment with Crystoids. 


HOOKWORMS 


KILLED OUTRIGHT 


enema of 1:1,000 hexylresorcinal solution (ST37®) follow- 
ing oral administration of Crystoips Anthelmintic. 

ADMINISTRATION AND Dosace: Adults and children over 
12 years: 5 red pills; children 8 to 12 years: 4 red (or 8 
orange); children 6 to 8 years: 3 red (or 6 orange); chil- 
dren up to 6 years: | orange pill for each year of age. 

Pills (swallowed whole, not crushed or chewed) must be 
given on an empty stomach in the morning, preceded by a 
light evening meal (soft foods only) the day before. No 
food should be taken for at least four hours after treat- 
ment. Water may be taken freely, but alcoholic medica- 
tions and beverages are contraindicated. A saline purge 
should be given 24 hours after treatment to remove the 
dead worms. Detailed information regarding administration 
is available on request. 


Sharp & Dohme, Philadelphia 1, Pa. 


PACKAGING Adult Size (Red Pills) each contain crystalline hexylresorcino | 


Supplied in packages of 5 pills. 
Children’s Size (Orange-Colored Pills) each contain crystalline hexylresorcinol 
Supplied in packages of 6 pills. 


_Anthelmintic_— 
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(Continued from page 21) 
I. Swetlow, a medical-jurist, which deserves publication 
in GP since you saw fit to publish the original article. 
J. Hunrer Fucus, M.D. 
Director 
New York State Academy 
of General Practice 


Thanks to readers Steine and Fuchs for these excellent 
letters. See article by Dr. Swetlow in “Business and Eco- 
nomics,” this issue, and editorial p. 27.—Ep. 


Coverage Par Excellent 


Dear Sir: 

With reference to your editorial in the May, 1951, issue 
of GP on Dr. Mary B. Spahr’s article on ethical needs, I 
had The Yale Review print 100 copies of this for distribu- 
tion by our County Council. I had intended to print parts 
of it in the next issue of our Council News, and had writ- 
ten for permission to do so. After reading your concise edi- 
torial, which covers it so completely in a few words, I 
would like your permission to reprint it entirely giving you 
proper credit. Thank you. R. E. Hare, M.D. 

Chairman 

Sumter County Council of 

Health and Medical Care 
Bellamy, Alabama 

GP respects the high value of each busy reader's 24 
hours, tries to be clear, concise, brief.—Ep. 


This Outdid Them All 


Dear Dr. Truman: 

I attended the A.A.G.P. Scientific Assembly in San 
Francisco as a guest. A program had previously been sent 
to me, and when I saw the wonderful line-up of speakers 
and their subjects, I really pulled strings to get there. 

During the past few years I have attended many na- 
tional meetings of a medical nature. However, this 
A.A.G.P. Scientific Assembly outdid them all. Honestly, 
it was the best run affair of its kind that I have ever had 
the pleasure of attending. 

You, as president, and the staff that helped you plan 
this San Francisco meeting are to be highly praised for the 
splendid job that you did and I take this opportunity to 
congratulate you and the other general practitioners who 
gave us such valuable material to assimilate, think about, 
and put into practice. You also showed us how a medical 
meeting of national scope should be presented! 

L. M. Coruiss, M.D. 
Director of Health Service 
Denver Public Schools 
Denver, Colorado 


All About Fish 


Dear Sir: 
The Aquarium Institute of America would like your 
permission to reprint the article which appeared in your 
(Continued on page 172) 


DIRECT-WRITING ELECTROCARDIOGRAPH 


FOR THE 


The Beck-Lee machine is simple to oper- 
ate—your office assistant can be taught to 
use it in a few hours. Sharp, clear, perma- 
nent records for accurate interpretation. Re- 
markable immunity to short-wave or x-ray 
interference. 

This is a service that you can render 
every one of your patients right in your 
office or at the bedside. Your modest invest- 
ment will be returned to you several times 
during your first year of ownership. Beck- 
Lee Electrocardiograph is priced at only 
$495.00. Write for compiete description to- 
day to... 


COMPLETE MEDICAL-SURGICAL SUPPLY 
609 COLLEGE ST., CINCINNATI 2, OHIO 
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The unique blocking action of ACTHAR against complex mani- 
festations of hypersensitivity has been well-established. For 
the patient with severe, intractable asthma, ACTHAR produces 
most gratifying results; the threat of asthmatic attacks can 
be minimized. 
Status asthmaticus which has defied all other therapeutic 


attempts may yield quickly to relatively small doses of 
ACTHAR. 


Definite and often dramatic improvement of the patient 
makes ACTHAR therapy a truly economic measure in the diffi- 
cult management of severe asthma. 


ACTHAR Dosage.—Initial Dose: Less severe cases, 12.5 mg. 
q.6h. Severe, chronic cases, including status asthmaticus, 
may require up to 25 mg. q.6h. The initial dose should be 
continued from 2 to 4 days or longer in severe cases. Tapering 
of Dose: When symptoms have been controlled, decrease 
dosage 5 mg. per injection every other day until a total of 
10 to 12 days of therapy has been given. Maintenance 
Therapy: May be required in severe, chronic asthma; 10 to 
20 mg. once or twice per day 


Literature and directions for administration of ACTHAR, 
including contraindications, available on request. 


ACTHAR is available in vials of 10, 15, 25 and 40 I.U. (mg.) 
The Armour Standard of ACTHAR is now accepted as the In- 
ternational Unit; 1 International Unit is identical with 1 
milligram of ACTHAR. 


THE ARMOUR LABORATORIES BRAND OF ADRENOC 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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CARBO-RESIN 


(SODIUM REMOVING RESINS, LILLY) 


begins a new era of edema control 


Ordinary table salt, so necessary to the acceptability of food, may now 
be permitted more liberally to patients with acute congestive heart 
failure and to others whose retention of sodium is excessive. . 
The two cation exchange resins in ‘Carbo-Resin’ capture and effec- 
tively remove undesired sodium. One of them also prevents the depletion 
of potassium by making a supply available for absorption. An addi- 
tional ingredient, a special anion exchange resin, helps the other resins 
to remove more sodium. Moreover, it is especially important because 
it lessens the hazard of acidosis that may occur when cation resins are 
used alone. 
Edema may be controlled by ‘Carbo-Resin’ with only moderate re- 
striction of sodium. This new regimen makes it possible for injections 
of diuretics to be given less frequently or often eliminated. In those 
cases in which mercurials are contraindicated, “Carbo-Resin’ can pro- 
vide an alternate treatment. 
Details on dosage and other important information on ‘Carbo-Resin’ 
may be obtained from your Lilly medical service representative or 
by writing to 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. ; 
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Editorials 


An Editorial Creed 


In rrs March issue GP published, under “Business 
and Economics,” an article about a remarkable ex- 
periment in social medicine being conducted in 
New York City. The experiment, with the formi- 
dable name of Family Health Maintenance Dem- 
onstration, is jointly sponsored by the Commu- 
nity Service Society, Montefiore Hospital, and 
Columbia University’s College of Physicians and 
Surgeons. 

Author of the article was Mr. George Robert 
Burns, a competent professional free lancer, for- 
merly medical editor of Time magazine. He de- 
scribed the FHMD as an attempt to “combine 
medicine with sociology,” and to “put the general 
practitioner back into his old place as honored 
family counselor.” In many respects the New York 
project is similar to the famous Peckham Health 
Center experiment in London which attracted the 
interest of medical leaders in this country ten years 
ago. 
The FHMD selected the families for its experi- 
ment from subscribers to Montefiore’s Health In- 
surance Plan group. This is one of the thirty 
groups enrolled in HIP, the city-sponsored insur- 
ance plan that has produced violent debate in 
New York medical circles since it began in 1947. 
In mentioning HIP, and without offering an argu- 
ment for or against this controversial plan, Mr. 
Burns briefly described its operation. The article 
itself was about FHMD; it was not about HIP, 
but HIP was mentioned because the families for 
the experiment are drawn from one of its sub- 
scribers groups. 

Under “Yours Truly” in this issue there appear 
some letters from Academy members objecting to 
publication of this article in GP. One is an official 
communication written at the instruction of the 
New York chapter’s Board of Directors. Several 
other similar letters have been received at Acad- 
emy headquarters. One, written by an officer of the 
New York chapter, also objects to publication of 
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an interview with Senator James E. Murray about 
aid to medical education in the May issue. 

By pure coincidence a discussion of GP’s edi- 
torial policy appeared in the publisher's memo in 
the same issue in which the first of these articles 


was printed. Here it was stated that the editorial 


section stands as “the official voice of GP.” The 
obvious inference is that the signed articles in 
other departments do not. 

GP publishes signed articles containing facts 
about cancer. This does not mean that GP is in 
favor of cancer. The same applies to signed ar- 
ticles in the “Business and Economics” section. 

In establishing its editorial policy for GP the 
Publication Committee was resolved to make the 
Academy’s journal interesting, lively, provocative, 
and informative. The two articles complained of 
were published in conformance with this policy. 
GP believes its readers desire and deserve infor- 
mation on bth sides of a question. Opinion and 
official policy are reserved for the editorial section; 
signed articles are published for the information 
they contain with no implication that GP or the 
Academy agrees with the author. 

That there be no misunderstanding let it be said 
Chere in the editorial columns) that the American 
Academy of General Practice and its official jour- 
nal GP are opposed to the present methods of HIP. 
It applauds the Medical Society of the State of 
New York and its component county societies for 
withholding approval from an insurance plan that 
denies subscribers freedom of choice of physician. 
It deplores the patent transgression of medical 
ethics by HIP doctors who permit the plan to 
solicit patients for them and to indulge in un- 
ethical advertising. It is our firm contention, how- 
ever, that mention of HIP in a signed article on 
another subject does not imply Academy approval. 

Neither does publication of an interview with 
a U. S. Senator about an important bill before 
Congress imply endorsement of this particular Sen- 
ator or his political views. The article was pub- 
lished to elicit facts, which it did. 


. 
. 


In the publisher's memo referred to above it is 
stated that “For ‘Yours Truly’ we like to receive 
letters that are provocative, controversial, corrective, 
critical, or approbative. These columns are open to 
all who have something to say and can say it with 
grace and conviction.” 

We are grateful to the writers of the cogent let- 
ters appearing in this issue. Thanks to them, GP 
readers will receive important information on an 
interesting subject. In the future we hope to re- 
ceive more such communications. 

Meanwhile we hope these and other readers will 
understand and endorse GP’s editorial policies. 
They are, after all, the same policies of editorial 
responsibility that have established America’s great 
tradition of enlightened journalism. 


Citizens’ Pensions 


Every American citizen aged 65 or over should 
have a right to a pension instead of being sub- 
jected to the uncertain benefits under the dual 
Old Age and Survivors Insurance and Public As- 
sistance program now in effect, according to Sen- 
ator Hugh Butler of Nebraska. He proposes that 
the amount of pension be determined on a mathe- 
matical sliding scale according to the person’s esti- 
mated income within certain minimum and maxi- 
mum amounts. For example, assuming a basic pen- 
sion of $50 per month, a person over 65 whose 
estimated annual income for income tax purposes 
was $600 or less, the monthly pension would be 
$50. For every $50 of income over $600, the pen- 
sion would be reduced $1.00. If the estimated in- 
come was $1,200, the pension would be $38, and 
so on down to an annual income of over $3,000, 
in which case the person would not be eligible for 
a pension. 

The pension would be financed by a tax on in- 
comes, thus practically every individual would be 
contributing toward his ultimate protection. Ac- 
cording to Senator Butler, this plan provides: equal 
protection for all under the law; freedom from a 
means test; universal contribution; and economic 
soundness. 

Senator Butler has pointed out that under the 
present system of old age insurance and public 
assistance, of eleven and one-half million men and 
women over 65 years of age, only two and one- 
half million are receiving old age insurance bene- 
fits, while two and three-fourth million are receiv- 
ing public assistance grants, and over six million 
receive no benefits. 


There are many inequalities under the present 
system that recent amendments to the law will cor- 
rect to some extent, but it must be basically un- 
sound when there are more people drawing assist- 
ance benefits than insurance benefits after 15 years 
of operation. Furthermore, the system does not pro- 
vide any social security for more than one-half of 
the people over 65 years of age. It also discriminates 
against people over 65 who wish to continue 
working. 

Although the cost of a universal citizens’ pension 
system depends upon many factors, and is difficult 
to estimate accurately, according to former Chief 
Actuary for Old-Age and Survivor's Insurance of 
the Social Security Administration, George E. Im- 
merwahr, there would ultimately be a saving of 5 
billion dollars a year over the present system. 

Advance in medical science is, to a large degree, 
responsible for the increase in the number of 
people in the 65 years and over bracket. This in- 
crease in the higher age bracket added a new fac- 
tor in our social and economic system. If we have 
accepted the principle that society as a whole is re- 
sponsible for providing a minimum income for 
this group, then it appears that a pay-as-you-go 
system of pensions with benefits based upon the 
recipient's income is a much sounder method than 
the present system. 


Family Doctors Do Most Deliveries 


Wuart per cent of obstetric care is rendered by 
general practitioners? A study of physicians who 
provided maternity care to a large group of women 
(23,388) in New York City under the Emergency 
Maternity and Infant Care program during 1945 
and 1946, showed that 76 per cent of the cases 
were handled by physicians in general practice. 
This study was made by the New York City De- 
partment of Health and published in the April, 
1951, issue of the American Journal of Public 
Health. 

About 12 per cent of the care was provided by 
full-time specialists in obstetrics and gynecology. 
The remaining 12 per cent of the patients were 
cared for by other specialists. All types of special- 
ists were represented, except plastic surgeons, with 
specialists in internal medicine, surgery, and radiol- 
ogy leading the list as to number of cases. To what 
extent these other specialists were involved due to 
emergencies is not given. 

The fact that 12 per cent of the maternity cases 
of the group studied were cared for by specialists 
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in other fields than obstetrics and gynecology 
should give the specialist groups some food for 
thought. It would be interesting to have figures on 
the number of cases that are readily classified in 
some particular clinical specialty being handled by 
a specialist invading a field outside his own chosen 
one. It would appear that there is a tendency for 
many specialists to do general practice. 

Probably of more significance is the fact that in 
a large metropolitan area 76 per cent of the babies 
of E.M.LC. patients were delivered by general prac- 
titioners. Too frequently people have assumed er- 
roneously that all general practitioners are located 
in small towns and rural areas. 

This study supports the basic Academy philoso- 
phy that the bulk of the people, whether living in 
urban or rural areas, are dependent upon the gen- 
eral practitioner for medical services. And, if those 
people are to receive the full benefits of modern 
medicine, educational programs must be designed 
to train competent general practitioners. Further- 
more, such practitioners must be given the same op- 
portunity for hospital afhliation as specialists. 


Wasted Laboratory Work 


A report of leading physicians of Sweden and 
Norway who complain about the misuse of labora- 
tory tests and roentgenologic examinations ap- 
peared in the foreign letter from Sweden, pub- 
lished in the ].A.M.A., for March 10, 1951. They 
say that too often today an operation is performed 
purely on the basis of an x-ray report when, if the 
surgeon had had good clinical sense, he would 
have known it would be fruitless to operate. Some 
of the older physicians feel that the younger ones 
have become the slaves of laboratories; they don’t 
dare decide anything or make a move until the 
laboratory technician or the x-ray man tells them 
what to do. 

A big problem today, not only in the Scanda- 
navian countries but in the United States, is the 
tremendous waste of money by interns and resi- 
dents who order large number of tests when the 
diagnosis could easily be made without them. For 
instance, if a good history had been taken, it would 
be obvious that the old man lying there in a hos- 
pital bed had recently had a mild stroke, or that 
he had a decompensated heart, or an inoperable 
cancer of the prostate gland. But a good history 
was not taken, and so the man was sent to the 
laboratories for $200 worth of tests. 

Many physicians today seldom take a_ history 
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complete enough so that from it one could make a 
diagnosis or decide about treatment. Instead, the 
doctor or his assistants ordered much aimless blood 
chemistry, an estimate of the basal metabolic rate, 
electrocardiograms, and a complete gastrointestinal 
x-ray study. 

It the patient pays the big bill that results, or 
if some other member of his family has to pay it, 
the family may be left in a bad financial condition. 
In many cases the institution in which the work 
is done has to foot the bills. If the teachers, interns, 
and residents in the medical schools today could 
be induced to stop ordering unneeded tests, the 
Dean might have an extra $250,000 a year to 
spend on really useful activities. 

If one were to ask the physician who ordered 
the useless tests such questions as, “What did you 
want that estimate of the basal metabolic rate for, 
and what did you expect it to show?” he wouldn't 
know. He would have only a vague idea that it 
would tell if the patient's glands of internal secre- 
tion were all right. Actually, it does not do this. Or, 
if one were to ask the doctor why he ordered an 
estimate made of the blood cholesterol, the choles- 
terol esters, the blood lipids, and the phospholipids, 
he would have only a vague notion that he would 
learn something about the patient's tendency to 
atherosclerosis. 

One sad feature of this type of practice is that 
the men who daily do this aimless sort of work 
feel that they are wonderfully thorough, scientific, 
and up to date. They are very proud of themselves. 
Many times, while they are much concerned over 
a man’s blood-cholesterol reading of 300 mg. and 
sure that they are hot on the trail of a fine diag- 
nosis, they fail to look carefully at the man and to 
note that he has had an attack of encephalitis, with 
a mild Parkinson syndrome. How much better 
physicians they would have been if they had saved 
the man’s low-salaried son the expense of a com- 
plete overhauling—an overhauling which did not 
add anything of value to the diagnosis and treat- 
ment. 

If this sort of thing in hospitals were helping the 
cause of medical research, there might be some 
sense to it; but it doesn’t even do that. One day 
the writer was going through a great university 
hospital. The professor of medicine took from the 
end of a bed an aluminum folder and showed 
where practically every known test had been done 
on the man—a husky young laborer in for the re- 
pair of a hernia. When the professor was asked 
what he was going to do with all the records of this 
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type made at such tremendous expense, he did not 
know. Actually, he was training his interns and 
residents in bad habits. He was teaching them to 
practice medicine without thinking. 


Heredity and Diarrhea 


In 8 or 9 out of 10 cases in which a patient com- 
plains of diarrhea, no cause can be found any- 
where in the digestive tract or in the stools. Some- 
times when the patient keeps a diary, he will find 
that he is allergic to some food, commonly milk, 
and sometimes he can cure himself by leaving 
alone such a food. 

In many cases it will be found that the patient 
is highly nervous, sensitive, and irritable, and per- 
haps it will be learned that the diarrhea is worse 
when he or she is particularly upset by some annoy- 
ance, or tired out by some overwork. 

In some cases it will be found that there is 
marked nervousness or some psychosis or alcohol- 
ism in the family. Sometimes it will be found that 
for years or all his life the patient has had a tend- 
ency to get loose stools with any psychic strain, 
such as an examination at college or the starting of 
a journey. Many persons get diarrhea for a day or 
two if they get much worried or alarmed over 
something. Usually they have a few large, loose 
bowel movements and then they are all right for 
awhile. 

It is very helpful in these cases to find that some 
members of the family also tend to have diarrhea 
with excitement or fatigue. 

In an editorial in the British Medical Journal for 
May 20, 1950, it is stated that Professor Davidson 
and Doctor Fountain, on studying 2,044 patients 
who received priority rations because of steator- 
rhea, found in 10 per cent of the cases that the 
disease was probably familial. It appeared also that 
the so-called celiac disease may have some heredi- 
tary basis. 


Quackery Defended Strongly 


One thinks of the Norwegian people as being more 
than usually intelligent, especially in their govern- 
ment. It is interesting, therefore, to find that re- 
cently in the Storting there was a full-dress debate 
on the pros and cons of maintaining quacks in the 
community and giving them a position of honor. 
Interestingly, the president of the Storting, Herr 
Hambro, argued that we might as well have quacks 
because much of the treatment of regular physi- 


cians is quackish or but little better than quackery. 

Other legislators, and even some well-educated 
ones, came out with the old argument that they 
should have the freedom to employ quacks when 
they wanted them. Some believed that prayer is 
such a good means of healing the sick that faith 
healers should have full rights to practice medicine. 
Some well-educated (?) legislators felt also that no 
single class or profession should be awarded a 
monopoly of healing. 

It is interesting to find in the new Life of Dr. 
Gorgas that at one time this great man who had 
performed the remarkable feat of putting an end 
to malaria and yellow fever in Havana was all but 
fired. The Commission was going to replace him 
by an osteopath whose only recommendation for 
the position was that he had once lived in the 
South and presumably had seen cases of yellow 
fever! 

Perhaps one of the greatest needs in modern edu- 
cation is for the implanting in the youthful mind 
of a glimmering of the idea that for the carrying 
out of work that is highly scientific and technical, 
only a technically trained man should be employed. 


The Builder 


Scene: The headquarters of the American Academy of 
General Practice in Kansas City. 

Tue Time: A spring morning in 1960. 

Cuaracters: A visitor from a distant state and a staff 
executive. 


Visrror: This is a most impressive building you 
have here. Who owns it? 

Executive: The Academy. Like other solid fam- 
ilies and institutions in America, we own our own 
home. 

Visrror: Well, it’s truly beautiful. And some- 
thing to be proud of. That wide expanse of land- 
scaped lawn out there sets it off like a monument. 

Executive: Well, it is a monument, sir. 

Vistrorn: A monument? Excuse me; I didn’t 
mean... 

Executive: It’s a monument to the family doc- 
tors of America, to the American Academy of Gen- 
eral Practice, and in a sense, we regard it as a 
monument to one man. 

Visrror: Oh, I see; the founder, I suppose? 

Executive: No, there were many founders of 
the Academy. But this handsome and _ spacious 
building is a sort of monument to the man who 
did more than any other single individual to make 


it possible. 
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Vistror: He endowed it? 

Executive: He was only one of many thou- 
sands who gave gifts of money to make it possible 
—but he endowed it with his vision, his energy, his 
resourcefulness, his unselfish idealism, and his per- 
sonal determination to provide the Academy with 
a building of its own. Back in 1950 the Board of 
Directors appointed him chairman of the Building 
Committee. Recognizing the need for adequate 
space to house the many activities of the organ- 
ization and requirements for future expansion, he 
fired the other members of his committee with his 
zeal and promptly began a systematic campaign to 
raise the necessary funds. State committees in all 
the chapters caught his enthusiasm and pitched in. 
The money was raised in a few years. 

Vistror: Must have cost a lot. 

Executive: Yes, it cost a lot. While building 
costs went up the dollar value went down. But this 
man contended it never could be done any cheaper 
and anyway, we were like a growing family; we 
needed a home now. The building was finished 
just a few years ago. 

Visrror: Who was... is this man . . ? 

Executive: Oh, yes, Dr. J. Richard Fowler still 
carries on a big practice in Massachusetts and con- 
tinues to take an active part in Academy affairs. 

Visrror: Some man. 

Executive: Yes sir, some man. 


Pseudoappendicitis 


Ever so often every surgeon must feel chagrin 
when, on opening the abdomen in which he ex- 
pected to find an acute appendix, he finds a perfectly 
normal appendix and cecum. Then the question is, 
what produced the pain, fever, and leukocytosis? 
Sometimes there is some other condition in the 
abdomen such as subacute mesenteric lymphangitis, 
an acute ulcer in a Meckel’s diverticulum, some 
intestinal obstruction, an acute duodenal ulcer, 
acute cholecystitis, or rarely, a terminal ileitis, or 
cancer, tuberculosis, amebiasis, or chronic ulcera- 
tion of the cecum. In women, of course, there is 
often an acute salpingitis. In rare cases in women, 
one can find a patch of peritonitis due to gonococci. 
In other rare cases one can find an internal hernia. 
In still other cases the disease will be in the right 
kidney or the right ureter. There may be a pyelone- 
phrosis, or a stone going down the ureter. In a rare 
case the cause can be a ruptured disk due perhaps 
to a boy’s having jumped from a height. The 
nucleus pulposus of a disk then ruptures out. 
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In both children and adults, there can be an 
acute fibrositis of the abdominal wall or perhaps of 
the iliopsoas muscle. There may be a little tumor 
on one of the spinal nerves, or a herpetic infection 
may have started working, and a few days later 
the patient will break out with shingles. 

Occasionally in children and young adults severe 
pain in the appendix region will be due to an acute 
meningitis or a brain tumor. In older persons the 
acute pain can be due to a mild stroke which com- 
monly is not recognized. 

In a paper by Drs. R. W. Postlethwait and F. A. 
Campbell (Arch. Surg., July, 1949), they reported 
that among 1,604 persons seen with symptoms and 
signs of acute appendicitis and operated on at the 
Duke University Medical Hospital, only 931 were 
finally thought to have appendicitis. 

In 268 of the cases in which the appendix looked 
normal enough, large mesenteric lymph nodes were 
found, and it was thought that the pain might have 
been due to inflammation in them. About half of 
the patients with the large lymph nodes gave a his- 
tory of previous attacks of pain, and about half of 
them, at the time of the acute attack, were having 
some respiratory infection. Patients with subacute 
mesenteric lymphadenitis usually, from time to 
time, run a little fever, and the leukocyte count 
may occasionally go up a bit. Unfortunately, be- 
fore operation it usually is not possible to differ- 
entiate mesenteric lymphadenitis and subacute ap- 
pendicitis. 

There is a group of patients in whom no cause 
can be assigned for the troublesome pains and aches 
in the right lower quadrant of the abdomen. In 
some cases the cause is probably in the brain; in 
others it may be due to a lesion of some of the 
spinal nerves running to the right lower quadrant. 
Sometimes the pain appears to be due to a fibrositis 
in the abdominal wall, or to a neuritis, or a virus 
infection of the ganglion on the posterior root of a - 
spinal nerve. Occasionally the pain is due to disease 
in the right sacroiliac joint. 

The most puzzling cases are those in which the 
patient evidently has some subacute spinal arthritis 
or some fibrositis of the muscles, and also a flatulent 
indigestion and a psychoneurosis. 

In these cases, physicians should remember that 
once a normal appendix has been removed it is 
usually a waste of time to operate again, especially 
when careful studies show no sign of disease in 
the digestive tract, the gallbladder, or the right 
kidney, and when a woman’s pelvis and its organs 
appear to be normal. The physician should be par- 


. 
or 


ticularly reluctant to operate when the pain is fairly 
constant and when it is brought on by fatigue, 
standing, shopping, or annoyance. That indicates 
a psychic origin. 

He should also be very reluctant to operate when 
the pain is not affected by eating, moving the 
bowels, passing gas, or taking a laxative or an 
enema. That means that no part of the digestive 
tract is affected. If in a woman the pain is no worse 
at menstrual time, it indicates strongly that the 
trouble is not in the pelvic organs. The presence 
of occasional diarrhea will suggest ileitis, colitis, or 
amebiasis. A couple of injections of a grain of 
emetine on two successive days or the giving of 
6 capsules of carbarsone (0.25 Gm.) on one day 
will usually tell if the trouble is due to amebiasis. 

Syndromes simulating that of acute or subacute 
appendicitis can be produced in a number of ways. 
M. Russell, writing in the Annals of Western 
Medicine & Surgery for September, 1950, says that 
pain in the right lower quadrant associated with 
nausea and vomiting and even an elevation in tem- 
perature can be produced by an acute seminal 
vesiculitis usually associated with urethritis or pros- 
tatitis. The vesicle pain is usually dull and aching 
rather than sharp and stabbing. The initial epi- 
gastric distress of appendicitis is not likely to be 
present, and the nausea and vomiting are not likely 
to be severe or constant. Of course, a recent his- 
tory of urethritis will be very helpful to the physi- 
cian in making the diagnosis. 

A chronic posterior urethritis can sometimes pro- 
duce a puzzling pain felt just above the symphysis 
pubis. 


Nervous Breakdown in Animals 


For years experimental psychologists have been 
producing nervous breakdowns in animals, first by 
training them to do certain things in order to get 
their food, and then changing the condition to con- 
fuse the animal. 

In most of these studies the experimenter has 
ignored the factor of individual susceptibility. 
There was, however, one experimenter who for 
several rat generations mated nervous male and 
nervous females until he had a stock in which prac- 
tically all the rats were so exceedingly nervous that 
under excitement they urinated or defecated. 

Dr. J. Paul Scott, director of the Roscoe B. Jack- 
son Memorial Laboratory, Bar Harbor, Maine, says 
that he has found that minor differences in hered- 
ity can make great differences in the reactions of 


certain animals when they are placed in a situa- 
tion of stress serious enough to cause a nervous 
breakdown. Some nervous and worrisome animals 
break down quickly, and others break down late 
and only after much nervous insult. 

It is important also to note how, for instance, a 
puppy has been trained and how early he has had 
to meet discomfort and frustration. Thus a puppy 
who has had his tail cut off in the first week of life 
apparently has no memory of it. As a result he has 
no fear of men, and he holds no resentment 
against the man who operated on him. But if a 
fullgrown female has had to be assisted in the de- 
livery of her puppies, and if during this time the 
accoucheur caused her some unavoidable pain, for 
a long time afterward, whenever touched by this 
person, she may start yelping as if she were hurt. 

Different species of animals also react differently 
to certain nervous insults just as different races 
of men react differently to stress. For instance dogs 
are often badly upset by isolation while mice are 
not much troubled by it. But even within a single 
species, one finds great differences. Some dogs ad- 
just quickly to confinement in a small cage, while 
others cannot sit still and keep dashing about. 


Smashed Faces 


Ir 1s EXPECTED that in the year 1951, 50,000 per- 
sons will be killed in automobile accidents and 
1,500,000 will be injured. A large number of the 
badly injured will have fractures of the facial bones. 

As David L. Murphy, E. S. Murphy, and W. A. 
MeNichols said in the ].A.M.A. for March 3, 1951, 
in many of these cases it is essential that a number 
of experts get together to handle the first treatment 
of the patient and the later reconstruction. Still, 
much can be done by the man who first sees the 
patient. In many cases much can be learned by 
examining the person before swellings make diag- 
nosis difficult. Very important is a sagging eye or 
double vision, or an off-side bite. Often these things 
show that there is a fracture, even when this is not 
obvious in the roentgenograms. Then, more roent- 
genograms must be taken at different angles, and 
these must be studied with great care. 

Often much can be learned by palpating the 
orbital rim, the forehead, the zygoma, the facial 
bones, the hard palate, and the mandible. In many 
of these cases the floor of the orbit is smashed up, 
and unless it is properly reconstructed the patient 
will keep seeing double. In other cases the palate is 
smashed and the little pieces must be put back 
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into place and perhaps sewed together. Often an 
oral surgeon or dentist can help much by lining up 
the teeth and making a sort of upper plate which 
will hold the dental ridges and the palate bones in 
place. 

All patients with complicated fractures of the 
upper jaw bone should be considered to have a 
skull fracture until this possibility is disproved. It 
is highly important to get the ligament of Lock- 
wood in proper place because this supports the eye; 
if it is not repaired the patient is likely to be left 
with a disturbing double vision. 

Today, remarkable methods have been worked 
out for the use of pins which can hold in place the 
various fragments of smashed facial bones. For- 
merly, physicians were inclined to fasten the man- 
dible to the maxilla and wire everything together. 
Today the use of externally placed pins gives much 
better results. These pins permit immediate move- 
ment at the temporomandibular joint, and they 
enable the person to open his mouth and keep it 
clean. 

Prompt reduction of fractures of the maxilla 
gives the best results. In some cases, a special oper- 
ation has to be performed which will enable the 
physician to reach up through the antrum and re- 
construct the floor of the orbit. 


Remuneration in Great Britain 


Tue total cost of the British National Health Serv- 
ice program for 1950 was 451 thousand pounds 
Sterling. Hospital services cost 267 thousand 
pounds, approximately 59 per cent of the total 
costs. General medical services cost 48.3 thousand 
pounds, a little more than 10 per cent of the total 
costs. No estimate is available of the total medical 
services rendered by general practitioners except 
that it is considerably more than 10 per cent. 

As pointed out in practically every article on the 
British Health Insurance System, the status of the 
general practitioner is unsatisfactory from every 
point of view, but the matter of remuneration is, 
and has been, most critical. General practitioners 
have been promised an increase since the national 
health insurance system was started in 1948. 

This is an excellent example of difficulties in- 
volved in obtaining action in programs operated 
under a government bureaucracy. The medical pro- 
fession in this country, and general practitioners 
particularly, should work as a group in developing 
their own program to meet changing social and 
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economic conditions. They can then be in a posi- 
tion to secure consideration of their recommenda- 
tions for a more realistic approach to any proposed 
government program. 


Sarcoma of the Uterus 


For Years, it was thought good practice to take out 
a woman’s ovaries to cure her of nervousness. Later, 
the fashionable thing was to bring the uterus for- 
ward and fasten it to the anterior abdominal wall. 
In recent years, fashions have changed, and now 
some physicians are taking out every myomatous 
uterus that they find. If the patient demurs, the 
doctor says, “Well, don’t blame me when you come 
back with cancer.” This usually settles the argu- 
ment and the woman accepts a hysterectomy. 

Doubtless most of the physicians who act in this 
way are thinking of carcinoma of the uterus, which 
is not so uncommon. They seem to forget that a 
myoma of the uterus, if it were to become malig- 
nant, would have to turn into a sarcoma. Sarcoma 
of the uterus is so rare that one of the leading pa- 
thologists in the country has said that in his life- 
time he could remember having seen only a few. 

W. F. Finn, in the American Journal of Obstet- 
rics and Gynecology for December, 1950, reports 
that at the Woman’s Clinic of New York Hospital, 
during a 16-year period, 18 sarcomas which had 
arisen in a myoma of the uterus were seen. During 
this time, approximately 1,000 women were treated 
for cancer of the genital tract. When in a great 
women’s hospital, the surgeons see only about one 
case of sarcomatous myoma in a year, and when 
the chief autopsy pathologist at the Mayo Clinic 
says he can hardly remember having seen such a 
tumor, certainly none of us physicians need worry 
much about leaving in a small myoma. 

Obviously, there are cases in which a myoma is 
either very large, is growing rapidly, is likely to 
interfere with a pregnancy, or is causing the woman 
to flood and to become anemic. In such cases there 
can be little question about advising a hysterec- 
tomy. But in those many cases in which the myoma 
is small and not causing any anemia, it is not harm- 
ful to the woman; it is made of muscle just like 
the muscle of the rest of the uterus. If she is nearly 
fifty, and can expect soon to have the change of 
life when the uterus will shrink up, it would seem 
best to leave her uterus alone. The danger of re- 
moving the uterus is surely greater than that of 
leaving it in. 
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BY D. G. MILLER, JR. 
Morgantown, Kentucky 


The three most common bites are those of the dog, snake, and black-widow spider. Since there is no treat- 


ment for rabies, prevention is all that can be offered. Two main types of vaccines are available. In the 


treatment of snake bites, the successful use of antivenin depends on the time of administration and the 


dosage. Calcium gluconate or lactate serves as a diagnostic, as well as therapeutic, measure for 


spider bites. Calcium is valuable therapy for insect, scorpion, and stingaree stings. 


Tue subject of bites, with particular reference to 
dog, snake, and black-widow spider bites, is evi- 
dently misunderstood and inadequately discussed 
because frequently I am asked questions about them 
which should fall in the realm of general medical 
knowledge. 

Here in Kentucky where I practice, we deal only 
with the rattler, the water moccasin or cottonmouth 
and the copperhead. These snakes are not entirely 
similar, but they all have hollow fangs that connect 
directly at the base with the duct from the poison 
gland. All strike with the mouth open, forcing the 
fangs into the victim, withdrawing and folding them 
back before closing the mouth. This is what hap- 
pens rather than an actual bite in which the lower 
jaw approximates the upper jaw. 

The bite most apt to give rise to public hysteria 
is that of the rabid dog. This hysteria is more 
marked if the head is sent to the State Health De- 
partment Laboratory and a diagnosis of rabies is 
made. The risk of diagnosing rabies from a brain, 
which is usually improperly preserved, is so great 
that nearly all reports are positive. This means that 
the hysteria is increased. 
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Since there is no treatment for rabies, prevention 
is all we can offer our patients. The vaccines avail- 
able are of two main types: (1) Semple type, made 
of suspension of brain tissue of rabid animals, the 
virus killed with phenol, and (2) irradiated type, 
where the virus in the brain suspension is killed by 
ultraviolet radiation. 

The emulsion is usually given in the abdominal 
recti, at about the same time each day. There are 
various directions given for its administration, and 
I have known it to be given in the back muscles, 
deltoids, and gluteii. I can see no particular reason 
for not using these sites. 


Indications for Pasteur Treatment 
Dr. E. W. Goodpasture at Vanderbilt University, 


who has done a great deal of work with viruses, 
feels that any contact with the saliva of the dog, if 
the diagnosis is at all questionable, is a definite in- 
dication for the Pasteur treatment. He has even ad- 
vised treatment when the exposed persons used 
water from a spring that a rabid dog slavered in. 


Following the advice of Dr. Goodpasture and 
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the Virus Laboratory of the United States Public 
Health Service, I feel that all people who have had 
even questionable exposure to a rabid animal, in- 
cluding saliva on the apparently intact skin of the 
hands or face, should have the Pasteur treatment 
administered. Usually this is the fourteen-day treat- 
ment. I have seen only two cases of rabies in hu- 
mans, both of which were fatal. Thesc deaths fol- 
lowed the licking of small wounds on the child by 
the family dog, which later died with rabies. The 
diagnosis in both cases was confirmed by post- 
mortem examination of the child’s brain. Although 
there had been no known cases of transmission of 
the disease from human to human, all who were 
in contact with these children were required to 
take the Pasteur treatment. 

If the patient, most often a child, is bitten about 
the face and head, it is advisable to debride and 
cleanse the wounds and treat them as any other 
lacerated, potentially infected wound. It is wise to 
give these children immediate rabies vaccine and 
probably to use the twenty-one day treatment. 

If the wound is upon the trunk or one of the 
extremities, it is best to have the dog isolated for ob- 
servation and delay specific vaccine until the dog 
dies or a definite diagnosis can be established. The 
Virus Institute in Alabama, which has done most 
of the work on rabies in the United States, feels 
that any dog that survives fourteen davs, after bit- 
ing a person, did not have rabies at the time the 
patient was bitten; therefore, the rabies vaccine is 
not indicated. 

The incubation period of rabies is long and ir- 
regular, varving from two to three weeks to twelve 
months. In dealing with our patients we stress that 
there is no known treatment for rabies once it de- 
velops, and that the usual cost of prophylactic treat- 
ment is less than the loss of sleep from worry. 

The great fear of rabies is increased by the cer- 
tainty of a fatal outcome once the disease begins. 
This knowledge is widespread and is the cause of 


near hysteria when exposure is suspected by a fam- 
ily. In my practice in a rural area, it has been nec- 
essary to administer the vaccine to all members of 
a family when one of the domestic or barnyard ani- 
mals developed the disease, though none were bit- 
ten. Mass vaccination was necessary for the peace 
of mind of all concerned. 

The confidence of the general public in the vac- 
cine therapy may be a little too great. It has been 
reported by the Pasteur Institute that one of every 
293 treated with vaccine for rabid dog bites died 
of rabies. In deep bites the proportion was 1:192 
and in bites about the head, 1:77%. It was stated 
by Dennison and Dowling in 1939, that fatalities 
were about equal in treated and untreated cases, 
and concluded that antirabies vaccine is of value, 
but its value is exaggerated. I have personally ad- 
ministered or supervised the giving of the vaccine 
to approximately 200 individuals—none developed 
rabies, but about 50 per cent have had mild to mod- 
erate reaction to the vaccine. 

There are many reasons why the disadvantages of 
rabies vaccination should be carefully weighed. The 
vaccination alone carries dangers, and as stated by 
some observers, the vaccine is not as efficient as is 
believed by the general public. It should be given 
only in the following conditions: 1) a bite by a 
proven rabid animal, 2) a bite about the head by 
a suspicious animal, 3) a bite by a stray animal that 
cannot be observed, or 4) lacerations contaminated 
by saliva from a suspicious or stray animal. 


Reactions to Rabies Vaccine 


The question arises, how severe are reactions to 
the vaccine? Dr. Misch Casper, stated that five 
deaths from vaccine and none from rabies occurred 
in Georgia in 1939. The statistics for the United 
States from 1930 to 1940 showed an average of 55 
deaths per year from rabies, but deaths from rabies 
vaccine if they occur were not tabulated. 

In my experience, patients have complained of 
reactions varying from local tissue discomfort to 
lumbodorsal myelitis. Many have complained of 
general malaise, loss of energy, anorexias, and fever 
for two or three weeks after completing the course 
of vaccine. Two patients were semi-invalids for 
nearly a year, with generalized aches and pains, 
mild arthritis, and general loss of energy and ef- 
ficiency. 

Rabies vaccine reactions within the central nerv- 
ous system are of two types: encephalitis and mye- 
litis. They occur one to about every 15,000 im- 
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munizations. The pathology is the same, the only 
difference being the site of trouble. The exact eti- 
ology is unknown but prevalent theories include: 
1) actual virus invasion, 2) a latent neurotropic 
virus is activated by the antigen antibody reaction, 
and 3) possibly an allergic phenomenon. Rivers 
and his co-workers produced encephalomyelitis ex- 
perimentally in monkeys by intramuscular injec- 
tions of emulsions of fresh normal rabbit brain. 

The onset of the myelitis is usually rather rapid, 
beginning with the signs of cord involvement, pa- 
ralyses, anesthesias, paresthesias, loss of sphincter 
control, and absent reflexes. The duration depends 
on the extent of cord involvement, but is usually 
only a matter of days. Complete recovery is the 
usual prognosis but permanent paralysis and even 
death may result. 

The encephalitis is more severe, both in symp- 
toms and in prognosis. Fifty per cent is the accepted 
mortality rate. The onset is usually abrupt, with 
fever, vomiting, severe headaches, photophobia, ir- 
ritability, delirium, and convulsions. Diagnosis de- 
pends on the history of vaccine which had been 
administered. There is little change in the spinal 
fluid save a moderately increased pressure and the 
presence of a few myelocytes. 

The treatment is entirely symptomatic—relief of 
headache by repeated lumbar puncture, 50 per cent 
glucose intravenously, sedatives, and anticonvul- 
sants. There have been no reports on the use of 
the newer antibiotics in these conditions, but their 
value is doubtful. Huge doses of Benadryl (100 to 
150 mgm. every 3-4 hours) were given by the staff 
of a veteran's hospital with more prompt recovery 
and apparently less aftereffects. Nearly all patients 
having paralysis of the sphincters will develop a 
severe cystitis and ascending pyelitis unless they 
are given adequate care and bladder drainage. 


Snake Bite 


Snake bite is important from the standpoint of 
the general practitioner for two reasons. First, the 
patient is terrified and horrified at having been bit- 
ten by a reptile, and so is much more frightened 
and upset than he or she ought to be. Second, some 
snake bites require immediate treatment, and that 
treatment must be properly administered. It is quite 
common to read in thé newspaper of a patient hav- 
ing been admitted toa hospital for snake bite when, 
if the proper treatment had been instituted prompt- 
ly, hospitalization would not have been indicated. 
The quantity of the poison secreted varies ac- 
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cording to the species, age, and size oc the snake. 
As a rule, a snake in middle life, i.e. 4 or 5 years 
old, has more poison if it has achieved moderate 
size. It is stated that the average copperhead in the 
United States produces from 45 to 60 mgm. of 
venom at a bite, the water moccasin 90 to 150, and 
the timber rattler, which is most common in the 


- Ohio Valley, 60 to 90 mgm. of venom; however, im- 


mediately after hibernation, some of the Florida and 
Texas rattlers have yielded as much as 800 mgm. 
of venom at a single artificial extraction. The char- 
acteristics of the venom are different, but they all 
have characteristics of protein, in that they lose their 
toxicity when treated in vitro by silver nitrate, sodi- 
um or potassium hydroxide, gold chloride, or potas- 
sium permanganate. They also are rendered atoxic 
when heated, but the necessary temperatures vary 
widely. The toxins are not modified by glycerin, 
and this is ordinarily used as a preservative. 

The crude venom consists of protein, albumin 
and globulin, lipoproteins proteoses and peptones, 
mucin and mucin-like substances, enzymes, detritus 
(cells, etc.) and microérganisms (which as a rule, 
are not found in properly purified venoms), and 
salts (calcium chloride and calcium, magnesium and 
ammonium phosphates). 

The proteolysins and histolysins produce most of 
the difficulties caused by snake bites in our vicinity. 
There is little or no neurocytolysin in the venom of 
the common snakes of the Ohio Valley, but this is 
common in the venom of the rattlers of the South- 
west. 

The copperhead and the water moccasin, to 
some extent, give rise to a severe reaction immedi- 
ately after the bite. These bites are followed by a 
severe pain at the site. The first fifteen to twenty 
minutes after the bite, little will be seen except two 
puncture marks in the skin with perhaps a slight 
blanching and a little edema. The patient will 
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complain of a terrible burning pain which increases 
tremendously and usually requires opiates. The 
edema spreads rapidly and if treatment is not given 
within 20 to 40 minutes, there is glandular swell- 
ing, serosanguineous infiltration under the skin, de- 
velopment of ecchymoses, and later hemorrhages at 
the site of the bite. The general symptoms appear 
later as the venom acts upon the tissues in general, 
especially the proteins of the red blood cells and 
blood coagulation. Then the patient begins to de- 
velop a parched throat, thirst, congestion, and hem- 
orrhages through all the mucosae and even the skin. 
Albuminuria develops and the patient becomes com- 
pletely exhausted and dies as the body temperature 
falls. 

Rattler bites in our climate cause severe local 
pain, hemorrhage with edema and copperish-brown 
discoloration, and have more tendency to cause 
nerve tissue damage. They are more apt to be fol- 
lowed by gangrene, and the general symptoms be- 
come marked almost immediately. The most im- 
portant systemic reaction is prostration with cold 
perspiration, nausea, and vomiting with occasional 
diarrhea. The pulse is weak and fast, shortness of 
breath develops with repeated vasomotor collapse 
until death occurs. If a rattler bite is untreated for 
a long period of time, the swelling is tremendous, 
and it is at times necessary to incise the skin in 
order to prevent the terrific edema from impairing 
the circulation. If death does not occur, gangrene 
of the tissues bitten progresses until at times there 
is complete necrosis of a limb and severe mutila- 
tion. Death is extremely rare in adults. 


Antivenin 


Statistics are very poor and many snake bites are 
not reported, but there are 2,000 to 3,000 cases of 
snake bites each year, with a death rate of 10 to 
35 per cent. This is the estimate of the Antivenin 
Institute. 

Antivenin is prepared by injecting the venom 
into horses and is made in the United States as a 
polyvalent antivenin for the treatment of water 
moccasin, rattler, and copperhead bites. 

In my practice, the patient usually arrives at the 
ofhice within a matter of minutes after the bite. Cer- 
tainly it is unusual for a patient to delay more than 
an hour before arriving. The successful use of anti- 
venin depends on two factors: the early administra- 
tion, the earlier the better, and the dosage in pro- 
portion to the amount of snake venom injected. 
The subcutaneous and intramuscular methods of in- 


jections serve in most cases; but if the patient is 
seriously ill and treatment has been delayed, the in- 
travenous channel may be used. Do not hesitate if 
the patient appears to be in a serious condition, but 
give your dose intravenously. 

These are the instructions the Antivenin Insti- 
tute offers the physician: 

“Special Directions: If the victim has not received 
an injection of antivenin, it is important to inject 
the contents of one syringe as soon as possible. At 
the same time, release the tourniquet, if one has 
been applied. 

“Repeat the injections every 1 to 2 hours until 
the symptoms are markedly diminished. In order 
to hasten the absorption of the serum, intramuscu- 
lar injections are advised, and, in severe cases and 
those seen late, intravenous injections are advised. 
In small children, when intravenous injection is 
dificult the antivenin may be given intraperi- 
toneally. In shocked cases, physiologic salt solu- 
tion intravenously and blood transfusion are sup- 
plementary measures of life-saving value. For weak 
pulse and threatened heart-failure, give caffeine or 
strychnine, also Coramin or other commonly used 
cardiac and respiratory stimulants. 

“In cases of poisoning of proteolytic type (gan- 
grene-inducing poisons) it is advisable to inject a 
portion of the antivenin right around the site of the 
bite so as to help the protection of the local tissues.” 

The Institute stresses the harmful effect of al- 
cohol in spreading venom over the body and the 
uselessness of damaging tissues by potassium per- 
manganate. They then go on with further sugges- 
tions to the physician: 

“Extra Precautions. It sometimes happens that 
after the first shock and reaction have passed, the 
patients will show marked improvement. Some fa- 
talities from snake-bite are plainly caused by an 
undue sense of security following the observation 
that most patients do well for the first 15 hours. 
Even though the general symptoms may be mild, it 
is important to keep the patient under close ob- 
servation for at least 24 hours Cor up to one month) 
in the case of the neotropic rattler, due to the pos- 
sibility of the symptoms relapsing within this period 
and active treatment should be continued as long as 
the swelling is progressing. Repeat the injections of 
antivenin every | cr 2 hours if the swelling is in- 
creasing or the patient's general condition is becom- 
ing worse. The danger is always in undertreatment 
rather than in overtreatment. 

“In treatment of snake-bite in children it is im- 
portant to double or triple the initial adult dosage. 
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The reason for this is that a mathematical relation 
exists between the weight of the body and the 
amount of venom which it can normally neutralize 
and dispose of without serious injury, although the 
amount injected by the snake is approximately the 
same. The smaller and lighter the body o. the vic- 
tim, the less venom it can withstand, and the greater 
the excess of venom over the normal body resist- 
ance. Therefore, if the victim be a young child, 
there is much more venom requiring neutralization 
by the serum.” 

The antivenin for snake bite is “lyovized” and 
must be mixed with saline before injection. It 
should be warmed before mixing. Do NOT AGITATE. 
The disposable syringes are apt to break and | with- 
draw the antivenin and administer it with a 20 cc. 
Luer and a 20-gauge needle. 

I have found it is probably best to go some 2 or 
3 inches above the swelling and inject at least one 
ampule subcutaneously. If the part is large, that is, 
if the swelling has reached the thigh or if the swell- 
ing is tremendous, | use more than one ampule. 

Most of the bites that I see in my office are below 
the wrist or ankle. After injecting the antivenin in 
the forearm or lower leg, keep the patient for ob- 
servation. You will notice a marked edema that 
often makes the lower leg as much as two inches 
larger in diameter than normal. This swelling pro- 
gresses until it reaches the site where the antivenin 
was injected. Here it stops, because the initial spread 
of the snake venom is through the lymphatics and 
subcutaneous tissue, and it is met by antivenin and 
blocked at the site of the injection. 

If the edema has progressed to the trunk, and 
you have reason to feel that it has reached the deep 
lymphatics or has become disseminated by the blood 
stream, it is then advisable to give large doses intra- 
muscularly or as stated before, give it intravenously. 
In my practice, I have never had to give more 
than two ampules of antivenin and have always 
had satisfactory results. 

It might be noted that a number of patients are 
bitten or scratched about the feet and legs by harm- 
less reptiles and are terrified, fearing it to be a ven- 
omous snake. I treat those as I would any other 
potentially infected wound and carefully observe for 
edema or systemic symptoms. Personally, I have 
never seen a bite by a venomous snake that did not 
result in severe pain immediately and tremendous 
local edema early. 

The aftercare involves prevention of infection 
with the use of penicillin and, if indicated, sulfona- 
mides, hot soaks to reduce swelling, the adminis- 
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tration of a mild sedative, and liberal reassurance. In 
the case of rattler bites on the fingers or toes, 
usually there is some atrophy and loss of sensation 
which persists afterwards for many weeks, years, or 
even for life. If the patient goes for hours or days 
before he seeks treatment, impairment of sensation 
and gangrene or wholesale destruction of tissue of 
the extremity may result. The most serious cases of 
snake bite are now seen in persons who handle 
snakes in their worship services; and as a conse- 
quence of their religion, do not seek care until late 
or until compelled by the law-enforcing bodies. 
Death is rare in the Ohio Valley but the frequency 
of gangrene of an extremity as a result of late treat- 
ment or no treatment at all gives me a great respect 
for snake bites and a feeling that immediate treat- 
ment is urgent. 


Spider Bite 


The spider bite usually presents a diagnostic 
problem, but the use of intravenous calcium, either 
as the gluconate or lactate, has given us not only a 
mode of therapy, but a diagnostic procedure which 
I believe is thoroughly reliable. The intravenous in- 
jection of 10 cc. containing 15 gr. (1 gram) of either 
of these drugs will provide the means of distinguish- 
ing a spider bite from some infection or intra-ab- 
dominal emergency. 

In the United States, until the last ten years, the 
reports of poisoning from the black-widow spider 
came only from the southern states. However, we 
are now finding that this spider is widespread and 
that many ills that were formerly misdiagnosed were 
actually spider bites. The greatest number of cases 
of poisoning has been reported from California, but 
there are also numerous cases reported from other 
states. 

It is a matter of opinion, but it is quite probable 
that the black-widow spider is being transferred to 
all of the warmer cities in the United States, and 
as they invade buildings, they are able to live 
through the winter. They have been found and re- 
ported from all of the forty-eight states and in one 
case on the fifteenth floor of an ofhice building. 

The web of the black-widow spider is easily rec- 
ognized by the coarse thread which is spun irreg- 
ularly in every direction. When seen, the glossy- 
black round abdomen of the female spider resembles 
a highly-polished pearl and is easily recognizable by 
its bright-red hour-glass on the ventral surface. The 
first indication of the presence of the ¥%-inch-long 
black widow is usually a sharp needle-like sting 


which is followed by a burning sensation which be- 
comes a dull aching pain and rapidly spreads and 
increases in severity as the venom spreads by lym- 
phatic absorption. The venom of the black-widow 
spider has been estimated to be 15 times more potent 
than that of a rattle snake. 

I have treated from 4 to 6 patients suffering from 
black-widow spider bites each year during the past 
14 years. They often give a history of a stinging 
needle-like prick, but sometimes are unable to asso- 
ciate it with a bite. They may or may not have seen 
an insect. Some patients merely reported that they 
felt a sharp sting and later began to have cramps 
in the abdominal muscles. There were several pa- 
tients who did not know what had happened and 
merely gave a history of a stinging, burning sensa- 
tion on their arm which later became a severe 
cramping of the arm and not of the abdominal 
muscles. 

Regardless of the history of the bite and the first 
stages, the patient begins to complain of dull ach- 
ing pain as the second stage or that of vascular dis- 
semination begins, about 30 to 60 minutes after 
the bite. It is during this stage that the pains be- 
come very intense and involve the chest, abdominal 
and lumbar muscles, often with the legs cramping 
as severely. 

Careful examination of the site will reveal, even 


with a lens, what appears to be a single puncture 


wound. Usually there is less local reaction than is 
commonly found after a flea or mosquito bite. None 
of our patients had difficulties with local reactions. 

In two of our patients, the cramping of the ab- 
dominal muscles was so severe that the recti ab- 
domini pulled the thoracic cage down so far and 
so firmly that dyspnea and difficult respiration were 
the predominate symptoms rather than abdominal 
cramps. The board-like rigidity of the abdomen is 
well known, but twitching, with some tremor of 
the muscles of the extremities, is not so well recog- 


nized. The labored respiration, I believe, is due to 
the pull of the abdominal muscles upon the thoracic 
cage, rather than any direct effect upon the respira- 
tory center. The pulse rate, which at first is slow 
and weak, becomes more rapid and particularly as 
the blood pressure falls, it rises. The patient's tem- 
perature is usually normal but may be slightly ele- 
vated. He is very restless, weak, and extremely fear- 
ful and often the pain and fear give rise to hysteria. 
Frequently, in the second stage, you may find se- 
vere shock; and there is evidence that it is a hista- 
mine reaction. The muscular spasms and jerkings 
are due to the effect of the toxalbumin of the venom 
on the myoneural junctions and nerve endings, and 
remind the physician of tetany due to lack of 
calcium. 


Differential Diagnosis 


Unless the patient lives a considerable distance 
from the doctor’s office or hospital and has difficulty 
in getting in, it is rare that we see one in the late 
second stage or the third stage. Blair reports that 
electrocardiograms made in the second stage, when 
the respirations were rapid and shallow and the 
pulse was weak with the rate about 60, were nor- 
mal. It is in the stage of vascular dissemination that 
the abdominal symptoms resemble the acute sur- 
gical condition of the abdomen. 

Misdiagnosed perforated peptic ulcer and appen- 
dicitis were the things that first led the black-widow 
spider bite to be recognized in my vicinity. These 
patients were brought in from the country, in pro- 
found shock and were hospitalized for an explora- 
tory laparotomy, without a definite diagnosis being 
made. Arachnoidism must be kept in mind to avoid 
unnecessary surgery and expense and to institute 
specific therapy as early as possible. 

In differential diagnosis, it is well to remember 
that there is no history of ulcer symptoms, no radio- 
graphic evidence of the subphrenic gas bubble, only 
slight, if any, elevation of the temperature, and es- 
sentially no change in the total or differential white 
blood count. In spite of the severe, often agonizing, 
abdominal pain and rigidity and generalized mus- 
cular tenderness, there is no point tenderness or 
localization of pain. One may fail to elicit tender- 
ness in the abdomen and find tenderness of the 
muscles of the calves or arms. 

In the third stage, providing the patient has been 
allowed to progress this far, there is burning in the 
soles of the feet and sometimes in the palms of the 
hands, with a tingling sensation. This stage does 
not appear until about two hours after the bite. 
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Many patients complain of an unbearable stinging 
and a burning sensation in both of the lower ex- 
tremities, beginning two or three hours after the 
bite, and it may persist until the second day fol- 
lowing the bite. This burning sensation is often 
described by the patient as, “The soles of my feet 
are on fire.” 

Other late findings are fine tremor of the hands 
and fingers with hyperactive reflexes, retention of 
urine, constipation and, occasionally, marked sweat- 
ing. These are reported as being diagnostic features 
of the late stages of arachnoidism. In the third 
stage, there is increased blood pressure with grad- 
ually diminishing muscle spasm, intermittent pains, 
a very moderate leukocytosis, which may lead one 
to believe at this time that there is an intra-abdom- 
inal emergency and late untreated cases show some 
evidence of renal injury, such as casts and albumi- 
nuria. Following this stage, there is a rapid recovery 
from the shock, and the sweating disappears as the 
patient begins to urinate. There may be transitory 
symptoms of headaches and swelling of the ankles 
which suggest an acute toxic nephritis. 

In children, the sudden, violent onset of the 
agonizing abdominal pain with the board-like rigid- 
ity of the abdomen and lack of definite rise in tem- 
perature, make it especially difficult to distinguish 
the syndrome of the spider bite from an acute sur- 
gical condition, particularly as children are often 
unable to give coherent histories. 

The degree of severity of poisoning shows a con- 
siderable variation. Some healthy males, who have 
recovered, received symptomatic treatment only. 
However, severe poisoning in the child can be fatal. 
Alcoholics and luetics appear to experience more 
trouble than healthy men. Most of the deaths re- 
ported in adults seem to be less due to the poison- 
ing than to some complications, such as impaired 
circulatory systems, so that the stress of muscle 
spasm and hypertension produces cerebral apoplexy 
or “stroke.” In children, the severe poisoning symp- 
toms appear to be due to an excessive amount of 
venom in proportion to the body size. 

In my practice, as stated previously, it is often dif- 
ficult to obtain a true history of a spider bite; there- 
fore, when I see a patient with cramping in the 
abdomen or the extremities with marked abdominal 
rigidity, I use calcium gluconate or lactate as a di- 
agnostic measure as well as therapy. If the calcium 
salt is injected rapidly enough to produce a slight 
facial flushing and burning of the mouth and tongue 
or the palms of the hands and the soles of the feet, 
the patient immediately says the cramping is re- 
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lieved. Ten to twenty cubic centimeters are given 
to adults. I consider this relief as diagnostic, and pre- 
pare for the administration of the specific antivenin 
while the patient is comfortable. 

This antivenin comes as lyovized hyperimmune 
horse serum with saline or water to dissolve it. It 
is necessary to warm both the powdered antivenin 
and the vehicle before mixing and to agitate them 
very little so as to avoid foaming. This can usually 
be done in the 20 minutes necessary to skin test 
the patient to horse serum. If the patient is not 
sensitive, the entire ampule of antivenin is given 
intramuscularly in the gluteal region. Following 
this, it is usually necessary to give another 10 to 20 
ce. of the calcium salt intravenously and codeine 
or aspirin by mouth for recurring pain. Occasion- 
ally, the patient will return 6 to 8 hours after he 
has been dismissed, for a third dose of calcium or 
more antivenin. 

None of the abdominal emergencies will respond 
to intravenous calcium; therefore, there is little risk 
in missing an abdominal emergency if one resorts 
to calcium as a diagnostic measure. If calcium is be- 
ing used diagnostically, opiates should not be ad- 
ministered because they may mask true abdominal 
symptoms. 

The reason for going into detail about the spider 
bite and the use of antivenin is that although Latro- 
dectus mactans antivenin is listed in New and Non- 
Official Remedies and has been available for 10 
years, it is not generally familiar to physicians over 
the United States. 

M. I. Salomon CN. Y. State. ]. Med. 50: 2729-30) 
reported an unusual case of edema of the hand and 
wrist persisting eight months after a scorpion sting 
on the wrist. Usually local sequelae of a scorpion 
sting disappear without trace in a short time or the 
patient dies. Roentgenograms of the edematous area 
revealed no pathologic changes. The patient had 
been given penicillin intramuscularly as the only 
medication, and had recovered except for the pain- 
ful swelling. The author, suspecting, among other 
possibilities, a histochemical linkage between the 
tissues of the host and some molecular fragment of 
the complex venom from the original sting, admin- 
istered intravenously 10 cc. of a 10 per cent solu- 
tion of calcium gluconate. Within a few hours 
edema and pain diminished. The injections were re- 
peated at two-day intervals; after the fourth injec- 
tion, symptoms disappeared completely. 

Excellent results have been reported in the treat- 
ment with calcium of stingaree stings on the south- 


ern coasts. 
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Insect Bites and Stings 


Usually, insect bites and stings give rise to local 
reactions, which are more or less redness, swelling, 
and itching. Bee stings respond to mild alkaline ap- 
plications such as soda or aromatic spirits of am- 
monia. Occasionally, antihistaminics are required 
for severe pruritus or edema, especially of the eves 
or prepuce. 

Fleas often cause severe reactions in hypersen- 
sitive individuals. These can be mitigated by desen- 
sitizing, by injecting repeated, graduated doses of 
flea antigen. As the local reaction to flea bites de- 
creases, apparently the palatability of the individual 
to fleas diminishes, as all of our patients report 
fewer bites as well as a less severe reaction. 

Hornets, wasps, yellow-jackets, and bumblebees 
give rise to severe local reactions which are treated 


EPILEPSY IN DENMARK 


as bee stings, but also result in alarming general 
reactions, often with collapse. These reactions vary 
from difficulty in breathing, to complete uncon- 
sciousness. There may be a fall in body tempera- 
ture, cyanosis, flaccidity accompanied or preceded 
by giant urticaria. These patients, when able to talk, 
give a history of previous stings, months to years 
before. They may show little local reaction, but im- 
mediately collapse. Three such patients have shown 
an elevation of the total white count to 20,000 to 
30,000 with increase of eosinophils to 5 to 8 per cent. 

Treatment is intravenous calcium as in spider 
bites, 0.2 cc. per kg. of body weight, up to 20 
to 30 cc. accompanied by Benadryl, 5 mgm. per 
kg., immediately, and repeated in two hours if in- 
dicated by stupor, cyanosis, or subjective symptoms. 

I believe these patients are those who are “stung- 
to-death” in farm accidents. Prompt treatment may 
save a life. 


Partty because Denmark is a small country, and partly because the public health services are 
so good, one can now get an idea of how common certain diseases are. For instance, out of 
4,000,000 inhabitants, Denmark has 14,000 epileptics. About 90 per cent of these are cared for 
by general practitioners, and only 5 per cent are in asylums and institutions. The remaining 
5 per cent are treated in the Department for Epileptics of the Filadelfia Colony. As the doctor 
in charge of this colony writes, no one of the various antiepileptic drugs is without one or more 
drawbacks. Great care must be taken in shifting from one drug to another because during the 
process, the epilepsy may flare up and become dangerous. 


GOOD HEREDITY 


In Science News Letter for March 31, 1951, Prof. Stephen S. Vishner, of the University of 
Indiana, studied men listed in Who's Who and in American Men of Science, and found that 
families of professional men produced twice as many distinguished offspring as did the families 
of businessmen; twenty times as many as did families of farmers; forty-five times as many as did 
families of skilled laborers, and one thousand times as many as did families of unskilled laborers! 

This, of course, confirms the studies of Galton and others who showed conclusively that 
ability is inherited just as is any other human trait. Galton showed that most of the great men 
of England came from a few gifted families. Similarly, someone once showed that a high per- 
centage of the insane in British asylums came from a few family stocks. 
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BY NORMAN TOBIAS, M.D. 


St. Louis, Missouri 


Scabies should be treated according to a specific program. The patient 
should be observed on the third day after treatment is started in order to detect sensitization 
to topical applications. Complications such as persistent itching, 


contact dermatitis, infected or eczematized scabies require special management. 


Scares, which is an animal parasitic disease caused 
by the Sarcoptes scabiei var. hominis, is a very com- 
mon disease, especially during the winter months. 
While most cases of scabies are readily diagnosed 
and treated successfully, some may be atypical and 
cause confusion; others may not respond to stand- 
ard treatment; or complications may occur. 

The diagnosis of the disease is based upon (1) 
intolerable itching especially during the early hours 
of the night after undressing; (2) the presence of 
a polymorphous eruption (follicular and urticarial 
papules, scratch marks, pustules, vesicopustules and 
burrows), with involvement of characteristic areas 
such as the wrists, interdigital spaces, and sides of 
the fingers, umbilicus, anterior axillary folds, and 
the lower half of the buttocks; and (3) the fre- 
quency of cases in the family or associates. 

In males the penis and scrotum are usually in- 
volved, while in the female the areolae of the 
breasts are a frequent location. The feet are also 


Scabies, with typical vesicles between fingers and on wrists. 


involved in infants who often present pruritic vesi- 
cles on the sides and plantar aspects. In fact, the 
rubbing together of the feet is an important diagnos- 
; tic sign in infantile scabies. 
Urticarial lesions may be present as a result of 
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sensitization to the parasites but the added presence 
of scratch marks and papulovesicular lesions should 
not confuse the examiner. 

In the typical case it is not necessary to look for 
the characteristic burrows. These can be found on 
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the sides of the wrists by applying a few drops of 
ink or tincture of iodine, and rubbing it off in a few 
seconds to allow penetration. In doubtful cases one 
should scrape a fresh vesicle with a small curet, 
place the scrapings on a slide, add a few drops of 
40 per cent potassium hydroxide, and then examine 
under the high, dry power for the presence of 
parasites or their eggs. 


General Management 


The basic principles of treatment are (1) limit 
application of preparation to two nights, with no 
further applications until effects are observed; (2) 
remember that the thoroughness of application is 
more important than the type of ointment used; 
(3) stick to one preparation with which you are 
familiar and avoid those with fantastic claims; (4) 
advise the patient tactfully of the contagiousness of 
the disease. 

In order to avoid reinfection, all members of the 
immediate family should be treated at the same 
time. For psychologic reasons, the term “seven-year’s 
itch” should be avoided. 

Occasionally an employee will acquire scabies 
as a result of close contact with fellow workers. The 
management should then be notified regarding this 
condition and should take proper steps to see that 
all contacts are examined and treated. It must also 
be borne in mind that there are “carriers” of scabies; 
people who have only minimal itching and no vis- 
ible lesions, but may infect others under proper 
conditions. 


Treatment of Uncomplicated Scabies 


There is no preparation available which is 100 
per cent successful all the time or free of sensitizing 
properties in all patients with scabies. 

Benzyl benzoate lotions. The time-honored sul- 


The hands are usually involved except in cases 
where patients wash them frequently with soap. 


phur has been replaced to a great extent by benzyl 
benzoate which is the active principle of balsam of 
Peru. Its advantages are ease of application and ab- 
sence of odor and staining. It will cause irritation 
if it is used in the presence of any pre-existing der- 
matitis. It may also be irritating to the genitalia and 
open lesions in adults and children unless one em- 
ploys the nonalcoholic type. The important thing 
to remember is that once applied, it must not be 
washed off for 48 hours. 

The patient should be instructed to take a hot 
bath for twenty minutes, and to use a nail brush 
and yellow soap or tincture of green soap. The 
fingernails should also be thoroughly cleaned in the 
bath. 

While the skin is still wet, the lotion should be 
applied from the neck to the fingers, and the shoul- 
ders to the toes. 

After the first application dries, a second applica- 
tion should be made. 

The patient can dress in the same clothing used 
before bathing. 

The lotion should be allowed to remain on the 
skin for forty-eight hours after which the patient 
takes another bath and dresses in fresh clothes. 

Sulphur. This has been used since Biblical times 
and is the oldest and most reliable agent used in 
scabies, but modern science has insisted on a cleaner 
and less irritating drug. The advantage of sulphur 
lies in its effectiveness. It is best applied in oint- 
ment form because the spreading permits penetra- 
tion into the burrows. The disadvantages of sul- 
phur are its odor and its messiness and the fact that 
there may be an occurrence of sulphur dermatitis. 

A favorite of the older dermatologists is: 

Precipitated sulphur 4 per cent 

Balsam of Peru 4 per cent 

Castor oil 4 per cent 

Ung. hydrophilic qs 4 oz. 
This is applied from the neck to the toes every night 
for three nights, after a bath and change of under- 
clothing. The bed clothes should also be changed 
before and after the course of treatment. In severe 
cases in adults a 5 per cent sulphur ointment may 
also be used twice daily for three days, allowing 
one-half hour for each inunction. 

Polysulphides and the sodium thiosulfate-tartaric 
acid combinations are unsatisfactory because they 
are unstable and may deteriorate. The sulphur wash- 
cloths of a decade ago have disappeared into oblivion. 

Pyrethrum. These ointments have also become 
unpopular because of the high relapse rate (15 
per cent) and the frequency of sensitization. 
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Rotenone. This is obtained from the derris root 
and has lost its popularity as a scabicide because of 
the frequency of dermatitis from its use, but is still 
a good insecticide. 

Eurax. This ointment is 10 per cent N-ethyl-O- 
crotonotoluidide and has been used successfully. It 
is indicated in cases of sulphur-sensitive patients. 
It is rubbed on from neck to toes, in two applica- 
tions, twenty-four hours apart. This preparation 
also has antipruritic properties and the sensitization 
index is low. 

Kwell. This ointment (Gamma Benzene Hexa- 
chloride) contains 0.5 per cent of the gamma isomer 
of hexachlorocyclohexane in a vanishing cream base, 
and is also popular. It may be used in children with 
little danger of sensitization. The ointment is ap- 
plied over the entire body except for the face and 


Involvement of the breasts is not uncom- 
mon in females. Eczematization is usually the 
result of friction and secondary infection. 


neck. The patient is instructed not to bathe for 
twenty-four hours after the application. A second 
application may be necessary if the itching does not 
clear up after one week. The relapse rate is about 
5 per cent. Gexane is a similar product and is mar- 
keted as a 1 per cent ointment. 

D.D.T. This is not effective against scabies. 

Betanaphthol Ointment (0.5 per cent). This may 
be toxic and irritating. 

Commercial ointments containing benzocaine 


should be avoided. 
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Scabies with eczematization from scratching. 


The treatment of uncomplicated scabies in chil- 
dren is similar to that employed in adults except 
that nonalcoholic lotions of benzyl benzoate should 
be employed. If the sulphur-balsam of Peru oint- 
ment is used, it should be prescribed in half 
strength. The nails should be kept short and clean. 


Complications of Treatment 


It is very important that the physician examine 
the patient on the third day after commencing 
treatment in order (1) to observe any evidence of 
irritation from the therapy, (2) to note improve- 
ment if any, and (3) to prescribe soothing lotions 
if itching persists. An increase in the number of 
lesions or a change in their clinical appearance 
usually indicates an error in diagnosis. 

In cases where there is persistent itching after 
treatment the pruritus follows immediately after 
specific treatment is discontinued. The itching is 
just as intense during the day as it is during early 
evening. Itching persisting after a course of anti- 
scabetic treatment without dermatitis may be caused 
by psychosomatic influences, excessive sweating, 
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sudden changes in the temperature, or gastrointes- 
tinal intoxication. 

Before discharging the patient, the old scabies 
sites should be checked for living mobile parasites. 
Under no condition should the sarcopticide be re- 
peated. Treatment in these cases should be by seda- 
tion or antihistaminics. 

The anxiety syndrome of acarophobia may occur 
in persons who have been exposed to scabetic con- 
tacts and have a morbid fear of the disease. The 
skin is free of scabetic lesions; itching is usually 
limited to the daytime and disappears after a 
thorough examination, frank discussion, and mild 
sedation. 

Cases of contact dermatitis as a result of scabies 
treatment result from self-treatment, lack of co-op- 
eration, and failure of the doctor to give explicit 
directions regarding the number of applications. 

The eruption is more inflammatory in those areas 
where the treatment has been applied most vigor- 
ously. There is not only itching, but also burning. 
These symptoms occur both day and night. The 
patchy eruption may be erythematous, erythemato- 
vesicular, or papulovesicular. When this occurs, the 
scabies treatment should be discontinued at once 
and soothing lotions and colloidal baths prescribed 
for several days. 


Typical distribution of lesions on trunk. 


After the contact dermatitis disappears, the pa- 
tient should be re-examined for persistence of the 
scabies by searching for burrows or new vesicles. 
If treatment must be repeated, a sarcopticide other 
than the one which caused the dermatitis should be 
used, and the patient should be observed daily for 
evidence of sensitization. 

In children, psychotics, and adults with low 
standards of hygiene, pyoderma is a frequent oc- 
currence and may be manifested as folliculitis, ec- 
thyma, impetigo, or furunculosis. In these cases the 
scabies should be treated first with specific anti- 
scabetic treatment for two days. Then one should 
prescribe tyroderm, bacitracin, or 1 per cent ammoni- 
ated mercury ointments, and in extensive cases 
penicillin by injection, or terramycin by mouth, to 
control the infection. Hot permanganate baths 
(1:5000) are also useful adjuncts. 

In long-standing cases, especially in patients with 
a history of allergy, scabies may be associated with 
areas of eczematous dermatitis. The cause may be 
traumatic from scratching, or a low grade infectious 
eczematoid dermatitis (staphylococcus strepto- 
coccus). In these cases 5 per cent xeroform in Las- 
sar's paste is usually effective. Penicillin by injec- 
tion should be avoided since there is danger of sen- 
sitization. 


Typical scratch marks on the buttocks. 
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BY NATHAN FLAXMAN, 
Chicago Medical School, Chicago, Illinois 


M. D. 


New drugs come and old ones go, but the undesirable drug reactions continue to increase. 


In the past four years, fatalities and serious reactions were reported with the use of Dicumarol, 


anticonvulsants, sulfonamides, antithyroid preparations, antibiotics, mercurial 


Tue gravest danger in the use of Dicumarol 
(bishydroxycoumarin) is the risk of hemorrhage. 
Eighty deaths have been attributed to the anticoag- 
ulants; half of these were due to Dicumarol. This 
drug is recommended for routine use not only in 
the treatment of thromboembolism and acute myo- 
cardial infarction, but also for congestive heart fail- 
ure. During 1949 nine fatalities due to Dicumarol 
were reported. These, and other nonfatal hemor- 
rhages, occurred despite what was thought to be 
perfect laboratory control of the prothrombin time 
determinations, on a single dose or on long-term 
therapy. 

The danger of hemorrhage with this potent drug 
is always present. The lack of reliable laboratory 
facilities to measure the prothrombin time is the 
most important contraindication to its use. Failure 
to establish a definite diagnosis of myocardial in- 
farction in the presence of other conditions such 
as dissecting aneurysm of the aorta led to difficulties 
when the drug was given. Deaths resulted from 
hemorrhage following lumbar sympathetic blocks, 
spinal puncture for anesthesia, and other surgery 
during the use of Dicumarol. 

Even with the proper indications for the use of 
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diuretics, arsenicals, gold preparations, antihistaminics, and digitoxin. 


this drug and good laboratory control, the response 
of the patient may be unpredictable. Thrombosis 
has occurred even when the prophylactic prothrom- 
bin depression has been maintained within the 
therapeutic range. 

Bleeding, the chief site of hemorrhage being the 
urinary tract, caused by Dicumarol may be con- 
trolled in most cases by adequate amounts of water- 
soluble vitamin K (menadione bisulfite) or K oxide. 
Transfusions of whole blood and plasma are of 
value. 


Sulfonamides 


Reactions to the sulfa drugs continue to be re- 
ported. A fatal reaction from Sulfathalidine (pthalyl- 
sulfathiazole) in the treatment of subacute non- 
specific ulcerative colitis occurred. .Sulfadiazine 
caused a death due to toxic nephrosis, associated 
with hyperchloremia and encephalopathy. In two 
instances sulfathiazole anuria led to deaths after 
small doses in patients with no known predisposing 
renal disorders. Glaucoma also followed the inges- 
tion of sulfathiazole. A recent instance of agranu- 
locytosis, with recovery, was reported due to Gan- 
trisin (sulfisoxazole). 
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Anticonvulsants 


Dangerous, often irreversible, toxic side effects 
of these drugs are pancytopenia, exfoliative derma- 
titis, nephrosis, and hepatitis. The newer antiepi- 
leptics, such as Tridione (trimethadione), Mesan- 
toin, and Phenurone, produce moderately severe but 
reversible reactions in about 35 per cent of patients, 
and dangerous toxic ones in 1.5 per cent. During 
the past 4 years a total of 25 fatal reactions due to 
these drugs has been reported. Comparatively, bro- 
mides, Dilantin (diphenylhydantoin sodium), Me- 
baral (mephobarbital), and phenobarbital are safe 
drugs in the treatment of epilepsy. The appearance 
of a rash or a depression of the blood picture dur- 
ing the use of the drugs calls for the immediate 
discontinuance of the medication. 


Digitoxin 


The increased frequency of digitalis reactions co- 
incides with the shift to the use of the glucoside 
preparations, especially to digitoxin, and to the rou- 
tine methods of dosage advised for this drug. 
Mainly, the difficulty arises because the common 
symptoms of anorexia, nausea, and vomiting, known 
to be due to digitalis, occur infrequently in patients 
treated with digitoxin. Instead, signs of disorders 
of the cardiac mechanism, especially the more seri- 
ous conduction disturbances as auricular fibrillation, 
A-V block, sinus arrest, and paroxysmal ventricular 
tachycardia are the earliest and most frequent clin- 
ical and electrocardiographic manifestations of a 
digitoxin reaction. Caution is urged with the use 
of digitoxin, even with a dose of 0.05 mg. daily. 


Antibiotics 


Penicillin. Reactions with the most commonly 
used antibiotic occur in about 4 per cent of treated 
patients. They are least common with oral adminis- 
tration, increase to 3 per cent following intramus- 
cular injection of the aqueous solutions, and to 6 
per cent with penicillin in oil, especially when com- 
bined with wax. 

Undoubtedly, many bizarre or fatal reactions of 
sensitivity to the antibiotics have been noted and 
left unreported by the individual physician. Deaths 
occurred from exfoliative dermatitis and anaphylac- 
toid shock following penicillin therapy. In the 
treatment of syphilis, both early and late, Jarisch- 
Herxheimer reactions caused fatalities. Cutaneous 
manifestations, especially urticaria bullous 


dermatoses, have been commonplace. The appear- 
ance of a rash or urticaria during penicillin therapy 
calls for immediate discontinuance of the antibiotic, 
as fatal exfoliative dermatitis may result. In pa- 
tients who have had previous injections of penicil- 
lin, especially asthmatics, it should be used with 
extreme caution. 

Streptomycin. Reactions to this antibiotic occur 
in about 8 per cent of treated patients, skin erup- 
tions being observed mainly. The variety of difficul- 
ties is greater than with the use of penicillin. 
Deaths have occurred due to toxic encephalopathy 
and from exfoliative dermatitis. Other neurotoxic 
reactions, particularly eighth-nerve disturbances, ap- 
pear in patients treated longer than two weeks with 
this antibiotic. Severe urticaria, contact dermatitis, 
stomatitis, palpebral eczema, vertigo, aplastic anemia, 
and visual disturbances have all been reported due 
to streptomycin. Here again the appearance of a 
rash calls for stopping the antibiotic. 

Aureomycin. Sensitivity reactions, as angioneur- 
otic edema and pruritus vulvae, developed with this 
newer antibiotic. 

Chloromycetin. An instance of giant urticaria and 
several of hemopoietic changes have occurred dur- 
ing the administration of this drug. 


Mercurial Diuretics 


Intensive, daily, routine administration of the 
mercurials has produced some serious reactions. 
Thirty deaths due to this group of drugs have been 
reported to date. Fatal mercurialism, in long- 
treated cases of congestive heart failure, occurs in- 
frequently. Urticaria, sensitivity reactions, tetany, 
acute urinary retention, salt depletion, and acute 
dehydration are among the nonfatal reactions. It is 
probable that the intramuscular route of administra- 
tion adds to the dangers of hypersensitivity reactions. 

By digitalizing the patient first, by maintaining 
the fluid and salt intake adequately, and by giving 
the injections of the diuretic as needed and not as 
a routine, many of the reactions can be avoided in 
the treatment of congestive heart failure. 


Gold 


In the treatment of rheumatoid arthritis by chry- 
sotherapy, a number of nonfatal reactions occurred. 
Thrombocytopenic purpura, granulocytopenia, and 
exfoliative dermatitis were frequent; isolated in- 
stances of meningitis and hepatitis also occurred. 
The percentage of toxic reactions due to gold during 
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the first year of rheumatoid arthritis, including mild 
dermatitis and transient albuminuria, was 48 per 
cent. 

The injections of gold solutions should be with- 
held at the first sign of toxicity. Treatment with 
BAL injections is best for acute arsenical poisoning 
and gold intoxication. 


Antithyroid Preparations 


A variety of serious reactions due to thiouracil 
and its derivatives has occurred. Acute yellow 
atrophy of the liver and agranulocytosis each caused 
a death in thiouracil-treated patients. In addition, 
thiouracil caused many nonfatal reactions of severe 
leukopenia, lymphadenopathy, thyrotoxic crises, and 
exophthalmos. Propyl thiouracil toxicity resulted in 
agranulocytosis, hepatocellular jaundice, acute 
thrombocytopenic purpura, and periarteritis. 


Arsenicals 


Neoarsphenamine continues to head the list of 
arsenicals causing reactions. Encephalopathy and 
medical shock were reported as the cause of three 
deaths in the treatment of syphilis with this drug. 
Aplastic anemia, agranulocytosis, and thrombocy- 
topenic purpura followed intensive arsenotherapy 
for syphilis, as well as nonfatal encephalopathy. A 
nitritoid reaction was attributed to Mapharsen 
(oxophenarsine hydrochloride), and a thrombocy- 
topenic purpura to bismuth arsphenamine sulfonate 
(Bismarsen ). 


TUBERCULOSIS DISAPPEARING 


Antihistaminics 


Marked toxic side effects have been noted with 
the use of the antihistaminics. Most serious of these 
has been four cases of granulocytopenia with the 
use of Pyribenzamine (tripelennamine hydrochlo- 
ride), all nonfatal. Dermatitis due to this drug, local 
reactions to Thephorin, intoxication from Benadryl 
(diphenhydramine hydrochloride), toxic psychoses 
with Trimeton (prophenpyridamine) and agranu- 
locytosis from Diatrin, have all been reported. 


Summary of Reactions 


The most serious drug reactions that have oc- 
curred in the past four years are: 


1. Aplastic anemia due to the antiepileptics as 
Tridione, Mesantoin, and Phenurone; antibiotics as 
streptomycin; and arsenicals, mainly neoarsphen- 
amine. 

2. Exfoliative dermatitis due to the antiepileptics, 
Tridione and Mesantoin; antibiotics as penicillin 
and streptomycin; antihistaminics as Pyribenzamine; 
and chrysotherapy in rheumatoid arthritis. 

3. Hepatitis due to the same antiepileptics, gold 
drugs, and the thiouracils. 

4. Agranulocytosis with the use of neoarsphena- 
mine, Pyribenzamine, Diatrin, gold, Gantrisin, and 
the thiouracils. 

5. Thrombocytopenic purpura resulting from the 
treatment with such drugs as neoarsphenamine, Bis- 
marsen, gold, and the thiouracils. 


IN NORWAY 


In Norway the campaign against tuberculosis has been waged so effectively that now the sana- 
) toria are becoming empty; the beds are vacant and they may have to be used for patients with 
some other disease. Today, also, what patients there are, are reaching the sanatoria in the early 
stages of the disease. As a result, they do not have to stay as long as do patients with advanced 
disease, and there is a more rapid turnover of the sanatorium beds. 
In the Statistical Bulletin of the Metropolitan Life Insurance Company for November, 1950, 
Chart I shows that in the last thirty years in the United States, the death rate from tuberculosis 
has fallen from 100 per 100,000 to 28 per 100,000. 
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What Others Are Saying .. . 


A Little Farther Chan Across the Street 


Tue February 17, 1951, J.A.M.A. has an in- 
spiring article by Dr. Donald Anderson. He is 
secretary of the Council on Medical Education 
and Hospitals, besides his other duties at the 
A.M.A. Headquarters. The article outlines some 
new functions for medical schools, designed to 
prepare the young doctor to go out and practice 
his profession better informed in the ways of the 
world and better equipped to do a good job. 

Local medical societies should be asked to help 
in this course of instruction. In the State of 
Illinois organized medicine could supply teachers 
for the five medical schools so that the senior 
class might have one lecture a week on subjects 
such as prepayment insurance, rural health, medi- 
cal care of the indigent, problems of Grievance 
Committees, fee tables, etc. almost without end. 
Any requests made by the schools will be given 
prompt attention. 

There is one important phase of medical edu- 
cation and the distribution of doctors that Dr. 
Anderson did not discuss and it is a phase that 
has frequently been laid on the doorstep of the 
Council on Medical Education and Hospitals. 
This is the problem of a more equitable distri- 
bution of interns. The House of Delegates has 
several times discussed this problem and voted to 
do something about it. Unfortunately, the com- 
mittees appointed to study and report seem to be 
influenced by the same opinion that has decided 
that we cannot and must not trust our fifth year 
of medical education to the outlying hospitals 
and downstate hospitals. Why every medical stu- 


dent should be placed in a university hospital 
for his junior internship is difficult to under- 
stand! The Council on Medical Education and 
Hospitals either approves or disapproves of a hos- 
pital for the training of interns. How can it then 
approve a hospital and simultaneously intimate 
that the hospital is not a satisfactory place for 
training? 

The influence of the Council, the medical 
schools, and doctors in high places accounts for 
the fact that a few hospitals have many interns 
and many hospitals have a few. Why not per- 
mit a student to take his internship where he 
intends to practice rather than being the assist- 
ant chart boy for Professor Watzisname? 

The Chicago Medical Society three years ago 
sponsored a resolution for more equal distribu- 
tion. Two years ago a resolution from one of the 
Branch Societies asked the Council on Medical 
Education to consider a rule to limit junior in- 
ternships to one for every thousand admissions 
in every hospital. The reply that came from the 
Secretary of the Council might some day make 
a good story. 

We like Dr. Anderson’s suggestions concern- 
ing broadening the function of the medical school 
to better prepare the student for the practice of 
medicine. We feel that he should also advise 
continuation of that environment by making it 
expedient for some of the students to go farther 
than just across the street for their internships.— 
Watter C. Bornemeter, M.D., Chicago Medi- 
cal Society Bulletin, March 10, 1951. 


Specialists Haven't Buried “Family Doc” 


As we looked over the convention of family doc- 
tors meeting here this week (they call their or- 
ganization the American Academy of General 
Practice) we noted few among them who would 
answer the description of the old practitioner of 
Grandpa’s day. Nearly all of them are alert- 
looking, fairly youngish medicos who could be 
mistaken easily for “specialists.” 

Indeed they refer to themselves as “specialists 
in general medicine.” We suppose they are 
driven to that by the fact the profession has be- 
come splintered into so many specialties they 


would be lost in the shuffle if they, the family 


doctors, did not claim that term themselves. 

But we look upon them as the heirs of one of 
the most cherished traditions of their honored 
calling, the family “doc” of yesteryear, whose 
welcome arrival in the household meant attend- 
ing to the ills of the whole family, giving advice 
on family problems and possibly repairing the 
kitchen pump in the bargain. 

We are glad to be reassured by their number 
and their obvious competence at the convention 
that the all-round practitioner still is alive and 
kicking.—Editorial from the San Francisco News, 
March 20, 1951. 
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BY T. B. QUIGLEY, M.D. 


Boston, Massachusetts 


The six plaster of Paris casts most commonly used for fractures of the extremities are the 


figure-8 splint and the plaster of Paris jacket for fracture of the clavicle, the forearm 


cylinder, the full arm cylinder, the plaster of Paris boot, and the full leg cylinder. No particular 


equipment is required for their application beyond that found in an office or outpatient department. 


Or at the materials which have been used for 
splints, plaster of Paris is the best. It is cheap, du- 
rable, and when properly fashioned exactly fits the 
individual patient and his particular injury. In re- 
cent years, “fixed” plaster of Paris bandages have 
become generally available, in which the calcined 
gypsum is adherent to the underlying bandage. 
These bandages are much better than the old- 
fashioned, homemade rolls containing loose plaster 
of Paris. Somewhat less bandage is required and 
smoother, stronger casts can be made. 

A great deal of thought and experimentation has 
been applied to the problem of substituting plastics 
for plaster of Paris. While in certain instances very 
light splints of great strength can be made from 
plastics, certain obstacles remain: the material is 
expensive, it sets slowly, and none yet devised is 
porous. Skin irritation beneath plastic casts is com- 
mon; under plaster of Paris it is remarkably rare. 
However, certain basic considerations apply to what- 
ever type of bandage is used: 

Padding. There has been much discussion over 
many years about the advantages and disadvan- 
tages of the so-called unpadded plaster cast. While 
too much padding defeats the purpose of the cast 


by providing inadequate immobilization, too little 
padding may produce pressure ulcers, nerve injury, 
and even gangrene. The ideal lies somewhere in 
between. All casts should have at least one layer 
of cloth, preferably stockinette or sheet wadding, 
between the plaster and the skin but the safest 
practice is to pad, especially over bony prominences, 
whenever there is any doubt. 

Fixation of the Extremity. Whenever possible the 
part to be encased in plaster should be suspended 
by slings from a fracture table or similar arrange- 
ment. When the part is held by an assistant or by 
the patient himself, a certain amount of motion is 
inevitable during setting which almost invariably 
results in buckling, weakness, and possible danger- 
ous points of pressure in the cast. 

The Application of Plaster. When the limb has 
been suspended or otherwise fixed in position and 
when suitable padding has been applied, the appli- 
cation of plaster can begin. Clinical experience and 
the ingenious researches of Luck have both demon- 
strated that the strongest plaster cast is built up 
from a series of slabs on the extensor and flexor 
surfaces of the extremity, held in place with circular 
turns of plaster bandage. 
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Slabs of dry “fixed” plaster bandage shouid be 
laid out and cut to exact lengths. Four to six thick- 
nesses are enough for ail ordinary purposes. Slabs 
are dipped and tne excess water gently milked from . 
them by drawing the slabs between the index and 
middle fingers. ‘1 hey are rapidly moulded in place, 
and held with circular turns which are laid and 
not pulled into place. Tucks are taken over slabs 
so that the slight irregularities caused by the tucks 
do not cause points of pressure. Clean lukewarm 
water which is changed frequently is used and 
bandages should never be wrung out but only 
gently squeezed. 

When four to six layers of circular bandage have 
been applied in addition to the four to six layers of 
the slabs, the entire cast is rapidly moulded and 
massaged with the hands for a brief period. Vigor- 
ous or prolonged rubbing at this point is inad- 
visable. The interdigitation of the monoclinic crys- 
tals of hydrated calcium sulfate can easily be dis- 
turbed and the strength of the cast as a whole im- 
paired. 

Projecting stockinette or sheet wadding at the 
ends of the cast should be carefully turned back, 
making smooth covered edges. Raw, rough, un- 
padded edges are a nuisance to the patient, and 
bits of plaster breaking off from such edges can d 
drop down between the skin and plaster and at 
times produce almost intolerable itching and dis- 
comfort. 

The completed cast should be neat and tidy in 
appearance. It is the most obvious and visible result 


Figure 1. Padding has been placed for 
plaster of Paris figure 8 clavicle splint. 


Figure 2. Patient lies on broomstick 
in position for application of plaster 
of Paris figure 8 splint or jacket. 


Figure 3. Broomstick is removed after plas- 
ter is applied for a figure 8 clavicle splint. 


Figure 4. Broomstick is replaced outside plas- 
ter figure 8 splint before setting has 
occurred. Moulding of the shoulder girdle out- 
ward and backward is done automatically. 
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of the doctor's labor and only too often is taken as 
the sole criterion of his judgment and skill. 

Care After Application. Certain risks follow the 
encasement of any part in a rigid plaster. Should 
edema occur, first veins and later arteries can be 
obstructed, and unless prompt measures are taken, 
irreversible tissue damage can occur. Local pressure 
from dents or irregularities on the inner surface of 
the cast from careless moulding over bony promi- 
nences can cause skin and deep tissue necrosis from 
local ischemia in the absence of generalized edema. 

The danger signals are the symptoms of pain and 
numbness and the signs of cyanosis, anesthesia, and 
edema. It should be borne in mind that the patient 
who complains of pain under a plaster cast is always 
right until proved otherwise. It is far better to cut 
windows or split fifty casts than to miss one pres- 
sure ulcer or peripheral nerve palsy. The invention 
of the oscillating saw has changed the splitting, 
cutting, and trimming of plaster casts from a dreary 
time-consuming chore to a simple, almost safe pro- 
cedure. This clever device cuts cleanly through 
hard, firm material such as wood or plaster of Paris 
but soft materials such as cloth and skin move with 
the saw teeth and are not harmed. While the ma- 
chine is nearly foolproof, some degree of care is 
necessary in its use, since skin which has become 
adherent to the undersurface of a cast can be cut 
with the plaster. However, the long gashes in the 
skin which did occur with sharp knives are no 
longer possible. 

The following six plaster of Paris casts are those 


Figure 8. Patient lies in position for 
application of full-arm cylinder as 
e so-called “hanging” plaster cast. 


Figure 5. Plaster of Paris jacket for 
an unstable fracture of the clavicle. 


Figure 6. Stockinette in place for forearm 
cylinder. A partial sheath for thumb has 
been made; it is held fast by adhesive tape. 


Figure 7. The act of moulding fore- 
arm cylinder to the patient’s hand. 
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most commonly used in ordinary practice. No par- 
ticular equipment is required for their application 
beyond that found in an office or outpatient depart- 
ment. 


The Clavicle 


The great majority of fractures of the clavicle do 
not require operative treatment and can be well 
managed by plaster of Paris either as a figure-8 
splint or a jacket. 

The materials required for the figure-8 splint are: 


5 rolls of 4-inch plaster bandage 

2 rolls of 6-inch sheet wadding 

4 feet of 6-inch stockinette 

3 pieces of felt 2 inch in thickness; 2 strips 
10 x 2 inches; 1 piece 8 x 4 inches. 

A table is placed with one end against the wall. 
The patient sits on the table with his back to the 
wall and with a piece of 34-inch plank beneath his 
buttocks. A broomstick is laid between the wall and 
the edge of the plank at an angle of 25-45 de- 
grees from the horizontal. The stockinette is split 
and wrapped around through each axilla in a figure- 
eight fashion and taped in place. The sheet wad- 
ding is wrapped over the stockinette. The large 
piece of felt is fastened with adhesive tape over the 
upper dorsal spine. The two strips are similarly 
fastened into the axilla (Figure 1). The patient 
lies with the vertebral column against the broom- 
stick and the arms hanging on either side of the 
table (Figure 2). 

If necessary, reduction can be facilitated by ma- 
nipulation of the fragments with towel clips after 
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Figure 9 (left). Leg in position 
for application of plaster boot. 


infiltration of the fracture hematoma with Novo- 
cain. When reduction has been achieved, four rolls 
of plaster of Paris bandage are rapidly applied in 
figure-eight fashion over the broomstick. Care is 
taken to mould the plaster in the axilla medially 
against the thorax rather than upward into the 
axilla. Bulky masses of plaster in the axilla have 
been known to cause radial nerve palsy. After ap- 
plication of the plaster, but before it has set, the 
broomstick is rapidly withdrawn and replaced out- 
side the plaster (Figure 3 ). Moulding of the shoulder 
girdle outward and backward is automatic (Figure 
4). After the plaster has set the splint is trimmed 
with a sharp scalpel; the edges of stockinette are 
turned over the edges of plaster and held with the 
final roll of plaster bandage. 

This splint immobilizes nothing but does keep 
the fracture faces from impinging too violently on 
the adjacent soft tissues. It is satisfactory for the 
majority of patients and permits the maximum of 
active motion of the shoulder girdle. 

The other splint for fractures of the clavicle is 
the plaster of Paris jacket. This effectively immo- 
bilizes the sternoclavicular and acromioclavicular 
joints and, therefore, immobilizes the fracture site. 
It is indicated for unstable fractures and those in 
which a minimum of callus is desirable. It is sur- 
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prisingly comfortable and results in relatively little 
disability. Materials required for this splint are: 


10 rolls of 4-inch plaster of Paris bandage 

24 inches of 9-inch stockinette 

18 inches of 3-inch stockinette 

2 pieces of felt 2 inch in thickness; one 4 x 8 
inches and one 10 x 2 inches. 


The position using a broomstick is the same as 
for the plaster of Paris figure-8 splint. After the 
thorax has been encased in the large size stockinette 
and the upper arm on the affected side by the 
smaller stockinette, padding of the same type as 
described for the figure-8 splint is applied, slabs of 
six thicknesses are laid from the elbow across the 
shoulder and across the front and back of the thorax 
to the opposite axilla. A third slab is laid on the 
inner aspect of the arm in the axilla and down to 
the lower border of the thoracic cage. The remain- 
ing rolls of bandage are rapidly applied to unite 
these slabs and to construct a jacket (Figure 5). 
As with the plaster of Paris figure-8 splint, the 


Figure 11 (above). Application of 
slabs in the plaster boot. Posterior 
slab is being turned back on itself. 


Figure 12. Moulding the transverse 
arch in the plaster of Paris boot. 


broomstick is removed before the plaster has set and 
is reapplied outside the plaster. 


Forearm Cylinder 


The materials required for the forearm cylinder 
of plaster of Paris are: 
3 rolls of 3-inch plaster bandage 
18 inches of 3-inch stockinette 
3 strips of Y2-inch adhesive tape 3 inches long. 

The patient either sits or lies supine. The elbow 
rests on the table and the forearm is held vertical 
midway between full pronation and supination, 
with the wrist in 30 degrees of extension (dorsi- 
flexion). The thumb and thumb metacarpal are ad- 
ducted or rolled toward the palm, until the tips of 
the index finger and thumb oppose easily. 

Stockinette is fitted from the elbow to the level 
of the tip of the thumb. Both layers of stockinette 
between the thumb and index finger are cut down 
to the thenar web and fastened together with ad- 
hesive tape or thread to form a mitten (Figure 6). 
Two 6-thickness slabs are made to extend from one 
finger’s breadth above the antecubital fold to the 
distal palmar crease and on the dorsum to the mid- 
dle of the metacarpal heads. The slabs are moulded 
into place and anchored with circular turns in the 
palm. Turns are taken around the base of the 
thumb up to, but not beyond, the metacarpophalan- 
geal joint. Care should be taken to avoid building 
up an unnecessarily large mass of plaster at the 
thenar web. When the second circular roll is half 
used up, the excess stockinette is trimmed away and 
cuffs turned down and held with the remaining 
plaster bandage. As a final step the surgeon moulds 
the cast firmly onto the hand by holding his thumbs 
against the palm and his fingers against the dorsum 
until the cast has set (Figure 7). 
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Figure 13. Common fractures for 
which a walking boot is safe. 


Properly applied without padding this cast ef- 
fectively immobilizes the carpus. The immobiliza- 
tion it provides is satisfactory for fractures of the 
carpal scaphoid, for the relatively rare fractures of 
the other carpal bones, and for certain fractures of 
the distal radius and ulna which do not require 
immobilization of the elbow. 

“Sprain” of the wrist should also be included in 
the indications for the use of this cast. The diag- 
nosis of “sprain” of the wrist is a diagnosis of ex- 
clusion. Many fractures of the carpal scaphoid can- 
not be seen in roentgenograms taken immediately 
after the injury but appear ten to fourteen days later 
when absorption has occurred at the fracture faces. 
Any “sprain” following a fall on the outstretched 
hand which presents tenderness in the anatomical 
snuff box between the adductor and extensor ten- 
dons of the thumb and pain referred to the radial 
side of the wrist should be immobilized in a plaster 
cast even if x-rays show no fracture line. Ten to 
fourteen days later after removal of the cast a sec- 
ond x-ray often will show a fracture line in the 
carpal scaphoid. 

Whatever the indication, the cast should be so 
constructed that the thumb metacarpal is rolled to- 
ward the middle of the palm and the index finger 
can easily be opposed to the thumb. If this is neg- 
lected, the patient is seriously disabled while wear- 
ing the cast; he is unable to pick up objects, to 
button his clothing, and if the thumb projects 
widely from the palm he may not even be able to 
put on a shirt or coat. 

Simple extensions of stockinette and plaster can 
easily be contrived to immobilize joints of the 
thumb and fingers. Wire from a coat hanger can be 
incorporated into the cylinder to serve as a basis 
for traction. In this case the wrist should be ex- 
tended well beyond 45 degrees to provide counter 
traction. 


The Full-Arm Cylinder 


The materials required for the full-arm cylinder 
are: 


28 inches of 3- or 4-inch stockinette 
6 rolls of 3- or 4-inch plaster bandage. 
The patient lies prone, with the pelvis and the 
thorax slightly over the side of a table and the end 
of the table at a level halfway between the nipples 


and the clavicles. If the position is uncomfortable 
or the table top does not project beyond its legs, a 
5- or 6-foot board such as an ironing board can be 
laid between the table and the patient’s body and 
out beyond the edge to serve as a support for the 
upper thorax and head. The terminal 4 inches of a 
16-inch strip of 1-inch adhesive tape is fastened to 
the extensor surface of the thumb, which has pre- 
viously been painted with tincture of benzoin. A 
6-inch strip of tape is fastened to the flexor surface 
and to the extensor strip. The two are bound quite 
firmly to the thumb with %-inch tape. The long 
extensor strip is then fastened to the table edge near 
the patient’s opposite shoulder (Figure 8). 

Stockinette is fitted with a hole for the thumb 
before the arm is fixed in position. No other pad- 
ding is ordinarily used except for a few turns of 
sheet wadding around the elbow. Slabs are moulded 
and fixed in place on the flexor and extensor sur- 
faces from the middle of the metacarpal heads and 
from the distal palmar flexion crease to a point one 
finger’s breadth distal to the anterior axillary fold. 
Edges of the slabs are carefully folded on each other 
at the elbow. The thenar eminence is freed with 
radial cuts. Two rolls of plaster bandage are used to 
bind the slabs together and to the arm. Surplus 
stockinette is turned back at the end and is held 
with the last few turns. 

This cast immobilizes the forearm and elbow. It 
can also serve as a method of traction as a so-called 
“hanging” cast for many fractures of the humerus. 
The position described for its application is particu- 
larly useful for this purpose. Reduction of com- 
minuted and long spiral fractures of the humeral 
shaft is often accomplished by the position itself. A 
wire loop can be incorporated into the plaster at the 
olecranon for traction while the patient is in bed. 
A rope can be run from the wire loop through a 
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pulley at the end of the bed to a weight of usually 
no more than four pounds. 

The position described is obviously not suitable 
for fractures of the shafts of the radius and ulna. 
In this case, the arm can be suspended from above 
with the patient supine. 


Plaster of Paris Boot 


The materials required for a plaster of Paris boot 
are: 
8 rolls of 4-inch plaster bandage 

32 inches of 3-inch stockinette 
4 pieces of '%-inch felt; 3, 3 x 3 inches and 
1, 2 x 13 inches. 

The most frequently used and most convenient 
position is with the patient supine. Stockinette is 
fitted from the patella to well beyond the toes, a 
tongue depressor or similar piece of wood is slipped 
into the stockinette just beyond the toes and the 
end of the stockinette beyond is tied to an overhead 
rope. The entire leg is then pulled up to a con- 
venient working height. The knee can be flexed 
over a pillow or overhead sling (Figure 9). 

At times the position illustrated in Figure 10 is 
more convenient or suitable. It, however, has the 
disadvantage of lack of fixation at the ankle joint. 

Felt padding when used is applied with adhesive 
tape to the stockinette as follows: the long strip of 
felt is fixed around the leg just proximal to the 
tibial tubercle and just distal to the head of the 
fibula to protect the peroneal nerve which crosses 
the fibula at this point. The edges of the felt squares 
are beveled and cut into Maltese crosses by ex- 
cision of V’s from each corner. These are taped over 
the malleoli and heel. Two slabs are measured; one 
from the base of the toes to the tibial tubercle and 
another from a point one fingerbreadth distal to the 
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Figure 14. Common fractures for which 
use of walking boot is contraindicated. 


insertion of the biceps femoris to the ends of the 
toes and back on itself to the level of the malleoli 
(Figure 11). Both slabs are six layers in thickness 
and after application are held in place by three or 
four rolls of plaster bandage. The sole is trimmed 
with a sharp kniie just before it sets to a curve 
corresponding with the ends of the toes. Through- 
out the application of plaster, care is taken to mould 
the cast snugly against the longitudinal and trans- 
verse arches of the foot (Figure 12). Excess stocki- 
nette is trimmed away and its edges are turned back 
and held with plaster bandage. 

The plaster boot immobilizes the foot and ankle. 
It is, however, useless and even dangerous for frac- 
tures above the level of the malleoli since the knee 
is not immobilized and the ankle and foot serve as 
a powerful lever to produce displacement of frac- 
tures between the ankle and knee. The anterior or 
extensor portion of the cast should lie exactly at the 
bases of the toes. If a portion of the dorsum of the 
foot is left exposed, edema is likely to occur. Trim- 


Figure 15. External rotation and eversion of 
the leg and foot, the result of a walking 
device which bears weight on a single point. 
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ming or partial splitting of the dorsum of the cast 
to relieve such edema is useless. Replacement of 
the entire boot is usually required. Great care 
should be taken to mould and even exaggerate the 
normal contour of the transverse arch. The tongue 
depressor in the stockinette just distal to the toes 
helps to prevent a reversal of the curve of this arch. 

The incorporation of a stirrup or other device to 
permit weight bearing in a plaster of Paris boot is 
very popular but is not without its dangers. Frac- 
tures of the tibia or fibula at the level of the ankle 
joint should not be permitted weight bearing at any 
time during healing. Even in the most carefully 
moulded plaster boot, displacement can and occa- 
sionally does occur. If the surgeon considering the 
use of a walking device will ask himself whether 
weight bearing without a plaster boot will in any 
way affect the fracture, a walking device should 
not be used. Indications and contraindications for 
the use of a walking device are illustrated in Fig- 
ures 13 and 14. When it is decided that a walking 
device is safe, it should fulfill the following criteria: 

1. It must permit normal heel-to-toe walking. 

2. It must not be too high, or the pelvis will be 
tilted at each step and painful back strain will re- 
sult. In middle-aged obese patients, lifts to the sole 
of the opposite shoe should be considered. 

3. It should be light and yet sturdy. 

4. It should be resilient. 

The worst walking device carries the weight on 
a single point, such as a crutch tip. Patients who 
wear this for a few weeks often develop a habit of 
eversion of the foot at each step which is very 
difficult to break (Figure 15). 

A simple and inexpensive arrangement can be 
constructed from sections of small automobile or 
motorcycle tires. Sponge rubber or felt blocks are 


Figure 16 (left). Trial adjustment of 
treads for plaster walking boot. 


Figure 17. The completed walking boot. 
A “bumper” has been used instead of ex- 
tending the plaster sole beyond toes. 


placed against the inner curve of two sections of 
tire and these are taped in place over the heel of the 
transverse arch of the foot (Figure 16). The patient 
then takes a few steps and adjustments are made 
as indicated. Particular attention must be given to 
the height and position of the anterior tread. If it 
is too low, the toes or the end of the cast will strike 
the ground at each step and will soon break. If it is 
too high, the gait will be unnatural. When both 
treads are perfectly adjusted and the patient walks 
with a normal heel-to-toe gait, the adhesive tape is 
covered with a roll or two of plaster bandage. One 
or two turns are taken over the direct weight-bear- 
ing surfaces of the treads, but the remainder of the 
bandage is carried over the foot and back of each 
tread in figure-8 fashion. 

At times it is advisable to carry the sole of the 
cast only to the ends of the metatarsals. In this case, 
the toes can be protected by a thin iron rod forming 
a “bumper” incorporated into the plaster (Figure 
17). 
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Figure 18. Leg suspended and padded 
for the application of plaster boot. 


The Full-Leg Cylinder 


The materials required for the full-leg cylinder 
are: 


11 rolls of 6-inch plaster bandage 
32 inches of 3-inch stockinette 
24 inches of 6-inch stockinette 
5 pieces of Y-inch felt; 3, 3 x 3 inches, 1, 3 x 13 
inches, 1, 3 x 22 inches. 

The patient lies supine. The stockinette is fitted 
from the groin to eight inches beyond the toes. A 
tongue depressor or similar piece of wood is fitted 
inside the stockinette which then is tied to an over- 
head rope. If it is desired to immobilize the knee in 
full extension and if the injury is such that further 
support is not necessary, the foot is lifted about 18 
inches from the table by the overhead rope and the 
degree of flexion of the ankle adjusted by moving 
either the table or the rope (Figure 18). 

If, as is usually the case, flexion of the knee is 
required, a sling is fitted over a felt pad behind the 
distal end of the femur (Figure 19). When support 
of the lower leg is necessary, as in unstable healing 
fractures of the tibia and fibula, an 18-inch length 
of broomstick is suspended by a 36-inch piece of 
rope passed through drill holes at each end from 
the overhead traction rope. The broomstick is placed 
parallel to and twelve inches above the lower leg. 
To one end is attached the excess stockinette be- 
yond the toes, and to the other a sling with pad and 
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Figure 19. Leg suspended with the knee 
flexed for application of plaster boot. 


Figure 20. Lower extremity suspended for 
application of full-leg cylinder for healing 
fractures of tibia and fibula. The greased 
rubber tube will be withdrawn after plaster 
has set. The space thus formed facilitates 
later cutting and removal of the plaster. 
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Figure 21. Closing the gap in the full-leg 
cylinder after removal of supporting sling. 


spreader passing behind the upper tibia and fibula. 
A second sling is placed at the point requiring great- 
est support (Figure 20). 

Stockinette or, if necessary, sheet wadding, and 
padding are applied before fixation in position. The 
long strip of felt is snugly fastened around the thigh 
at the level of the ischial tuberosity and the other 
strip around the lower leg at the level of the head 
of the fibula. The edges of the felt squares are 
beveled, converted into Maltese crosses by the ex- 
cision of V’s from the corners, and fitted over the 
malleoli and heel. Two slabs are measured, anterior 


AUREOMYCIN AND COLDS 


and posterior. Both begin at the level of the ischial 
tuberosity. The former extends to the base of the 
toes, the latter to the flexor aspect of the metatarso- 
phalangeal joints and back upon itself to the level 
of the malleoli. Both slabs are made eight layers 
thick, are moulded in place and united with circu- 
lar turns of plaster bandage. No circular turns are 
taken across the slings until the slabs are set and 
the slings, together with their pads, are removed 
(Figure 21). Particular care is taken in moulding 
the cast over the transverse arch, the heel, and 
malleoli. “Dog ears” of excess plaster bandage at 
the heel are excised. 

The full-leg cylinder immobilizes the foot, ankle, 
leg, and knee. It is worse than useless for injuries 
of the femur. Certain injuries, such as fractures of 
the patella, do not require immobilization of the 
foot, and the lower end of the cast can be carried 
to the malleoli. 

Certain fractures of the tibia and fibula may be 
difficult to manage by overhead suspension. For 
these, a leg cylinder can be constructed in sections, 
first applying a boot with the leg flexed over the 
end of the table. When the boot has set, it is sus- 
pended above and parallel to the surface of the 
table. A sling is adjusted behind the knee and the 
cast is built up to the groin with slabs and circular 
turns in the usual manner. With this plan, reduc- 
tion and alignment of the fragments are assisted 
by gravity. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


AN ARTICLE on the administration of aureomycin for the common cold appeared in the New 
England Journal of Medicine for November 16, 1950. R. J. Hoagland and his colleagues studied 
309 young men. Cures within 24 hours were reported by 10.4 per cent of the patients given 
aureomycin, and by 9.7 per cent of those who received placebos. 


INFLUENZA EPIDEMIC 


THE INFLUENZA EPIDEMIC in many parts of the country has been mild, and is apparently on 
the wane, according to a note in J.A.M.A. (vol. 145, p. 831). From 10 to 20 per cent of chil- 
dren have been absent from school. The epidemic in England is about over. 
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BY WALTER C. 


continued, low-grade fever. In many cases, there is the possibility of endocarditis, 


ALVAREZ, M.D. 


One of the problems which confronts many physicians is that of finding the source of long- 


Hodgkin's disease, Boeck’s sarcoid, miliary tuberculosis, carcinoma of a bronchus, cancer, 


Many times physicians have to search from one 
end of the body to the other to determine the cause 
of a low-grade fever. A good history must be taken 
to see if some clue can be found. 

In some cases, the cause is never found, and 
eventually the patient gets well. I can remember a 
case in which I missed the diagnosis of a perirenal 
abscess because I didn’t get the history that shortly 
before the patient feli ill, he had had a boil. In an- 
other case, I was more fortunate in getting the his- 
tory that the patient had had a mastoid infection. 
This led to the finding of an abscess in the brain. 

Sometimes it helps to learn where the patient 
has been. For instance, a man lay in bed for six 
weeks with a fever, for which no cause could be 
found. Then it was learned that he had been in 
Mexico. His stools were searched for amebae, and 
none had been found, but the day he got an in- 
jection of emetine, he was well. That was the end 
of his fever. 

What the physician will search for particularly 
will depend, of course, on the age of the patient. 
Thus, in the case of a little girl with fever, the 
physician will look immediately for infection of 
the urine. He will think also of tuberculosis, of a 
smoldering infection in the mesenteric lymph 
nodes, or of an infection in a nasal sinus. In older 
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encephalitis, hepatitis, and malaria, all of which may be accompanied by fever. 


people one must constantly keep cancer in mind. 
In its later stages it is usually accompanied by a 
little fever. One must also think of a flare-up of 
an old tuberculosis. 

I remember a puzzling case of long-continued 
fever in which the only clue was the presence of 
pus cells in the urine. When this was followed up, 
an abscess was found in the prostate gland. When 
the top of this abscess was removed through an 
operating cystoscope, the man got well. 

One of the rarer causes of fever in older persons 
is a slight, unrecognized stroke, which appears to 
change a setting of a little thermostat in the hypo- 
thalamus. After the passage of weeks or months, 
these people usually get well. 

In the case of younger persons, of course, one 
thinks of smoldering tuberculosis. Often this is 
hard to rule out. When the roentgenograms of the 
chest are perfectly clear, the physician can be pretty 
sure that the infection is not there. Then he must 
search for it in diseased lymph nodes, in the kid- 
neys, the seminal vesicles, or the testicles. In the 
case of a girl one will think of the Fallopian tubes. 
A negative skin test for tuberculosis may help in 
ruling out the disease. 

Occasionally, a chronic brucellosis will be sus- 
pected, but often this is impossible to diagnose with 
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certainty. None of the tests used is of much value, 
and agglutination must be disregarded unless the 
test is positive with high dilutions. In acute cases 
one can sometimes find the Brucella in the blood 
culture. 

One will be a bit doubtful of brucellosis if the 
spleen is not enlarged. To make surer of this the 
physician will get a scout roentgenogram of the 
abdomen. In this the shadow of the spleen can 
usually be made out. A small spleen tends to rule 
out chronic infections and especially malaria. 

In some parts of the country, one has to think 
of malarial infection. Usually today this diagnosis 
is overworked. Almost always it is wrong unless 
the patient comes from a malarious, mosquito-rid- 
den district. Always one must be suspicious of a 
patient with supposed malaria and a high hemo- 
globin reading. Malaria destroys billions of red 
blood cells. The disease can be pretty well ruled 
out by the finding of a leukocytosis during the 
fever. With malaria, one expects leukopenia. 

Formerly physicians had to be on the watch for 
cases of walking typhoid or paratyphoid fever. 
Today one rarely sees them. The agglutination 
tests when positive, may be of little value because 
the patient was once vaccinated for these diseases. 

In cases of smoldering fever, it is helpful to get 
an estimate of the red blood sedimentation rate. 
With a Westergren figure over 40 to 60 mm. in an 
hour, one can be fairly certain that something is 
wrong somewhere in the body. When one finds no 
rise above, let us say 5 mm., one wonders if the so- 
called fever could be a nervous hyperthermia. 
Many nervous persons show a rise up to 99.6° F. 
or so in the afternoons or evenings, and commonly 
this does not mean that there is any fever or any 
organic disease. 

Another thing to note is whether the patient 
with a long-lasting so-called fever has lost weight. 
Does he look and act like a sick person? Many a 
person with a nervous hyperthermia has not lost 
weight, and he or she has not become very ill. The 
pulse rate may be normal and this will be against 
the presence of a true fever. 

In the cases of young people, one of the most 
puzzling causes of fever is endocarditis, with in- 
jury to one or more valves of the heart. The mur- 
mur may be faint and hence missed during the 
examination. Blood cultures may or may not be 
positive. 1 remember a nervous young woman 
whose slight fever was thought for a time to be 
nervous in origin, but then a blood culture was 
found to be positive, and a heart murmur ap- 


peared, and the diagnosis became obvious. In all 
cases in which a patient with fever is really ill and 
perhaps confined to a hospital, several blood cul- 
tures should be made. 

In the cases of young people in their twenties, 
a low-grade fever may mean Hodgkin's disease. 
One must think, also, of Boeck’s sarcoid. Miliary 
tuberculosis is often hard to diagnose in the early 
stages. 

In the cases of older people, a small carcinoma 
of a bronchus will sometimes be associated with 
a little fever. Sometimes it will be associated with 
a good-sized metastasis in the brain, and that will 
be causing the fever. 

Carcinomas of the bowel, often cauliflower-like 
and permeable, allow bacteria to go through into 
the regional lymph nodes, and this produces fever. 
The patient with metastasis to the liver usually has 
fever. 

A rather rare cause of puzzling fever is poly- 
arteritis nodosa. This disease can produce curious 
symptoms arising in most of the organs of the body. 
This fact should make. one think of arteritis. 

Another rare disease with fever and puzzling 
symptoms all over the body is an infection with a 
Torula or some other yeast-like organism. Espe- 
cially when the patient with fever handles farm 
animals or works in a slaughterhouse, one must 
think of “Q” fever. 

In the tropics, one must think of an amebic ab- 
scess of the liver. In the continental part of the 
United States such abscesses are rare. 

Sometimes, arthritis will be responsible for a 
low-grade fever, but usually the disease is rheuma- 
toid in type, with painful, deformed joints and 
then the diagnosis is obvious. Occasionally a man 
with Paget's disease of the bones will run a little 
chronic fever. 

Encephalitis, which often injures the little ther- 
mostats in the hypothalamus, can produce a low- 
grade fever. A chronic meningitis can also be a 
cause of fever. 

In recent years the physician must often think 
of an infectious hepatitis. It can account for a low- 
grade fever, with loss of appetite, indigestion, and 
some abdominal pain. In rare cases, fever can 
be due to an infected thrombus, which does not 
completely block some large abdominal vein. 

A possible cause of obscure fever is a beginning 
terminal ileitis or chronic ulcerative colitis. 

Obviously, nothing so tests a physician’s knowl- 
edge and skill as a search for the source of an ob- 
scure fever. 


GP @ Volume IV, Number 1 


d 
— 
. 
ee 
ny, 
62 


BY ARTHUR F. 
Chicago, Illinois 


ABT, M.D. 


Neither a clinical nor a laboratory diagnosis can be made for the abortive type 


of poliomyelitis. Nonparalytic poliomyelitis may be diagnosed from history, symptoms, 
clinical signs, and spinal fluid findings, even though no paralysis develops. The most 


PoLIOMYELITIS is more widespread throughout the 
world than has been generally held. The age inci- 
dence of the disease seems to be changing. The 
greatest number of cases has shifted within fifteen 
years from 0 to 4 years to the 5- to 9-year-old group. 

There are several types of acute anterior polio- 
myelitis: 

Abortive Poliomyelitis. Clinically, this type can- 
not be diagnosed because of the lack of particular 
signs and symptoms. An infant, child, or person 
who has been in contact with a known case in an 
epidemic may be suspected of having the infection. 
Clinically, the diagnosis can neither be proved nor 
disproved from the vague symptoms which exist 
during this time. Examination of the spinal fluid at 
this state of the illness will reveal normal findings. 
An early exact diagnostic test is urgently needed to 
enable us to diagnose abortive poliomyelitis with 
any degree of accuracy. 

Nonparalytic Poliomyelitis. A case with definite 
history of exposure or contact in an epidemic may 
have not only characteristic symptoms but also 
clinical signs and spinal fluid changes. Such cases 
are termed nonparalytic, if no weakness or paralysis 
develops. 


indicative signs for diagnosis are the ventral flexion sign and the head drop. 


Paralytic Poliomyelitis. When weakness or paraly- 
sis follows the systemic infection the case is termed 
a paralytic one. This type may be further subdi- 
vided according to paralysis and nerve tissue in- 
volved into: (a) spinal, Cb) spinal bulbar, (c) bul- 
bar, (d) meningitic, (e) encephalitic, and (f) 
ataxic. 

Usually the onset of symptoms is abrupt and the 
initial symptoms are regarded as a general invasion 
of the virus rather than as being due directly to an 
irritation of the various parts of the nervous system. 
The incubation period is probably never less than 
six, or more than, eighteen days. In the systemic 
phase the onset is usually acute and similar to the 
beginning of any acute illness. Fever, headache, 
anorexia, nausea, and occasionally vomiting occur, 
chiefly during this phase. If the symptoms subside 
in twenty-four to thirty-six hours and the patient 
remains well thereafter, we have witnessed a typical 
case of abortive poliomyelitis. Probably a high per- 
centage of infected individuals have this type of 
poliomyelitis and no more. 

As stated, the great majority of infected individ- 
uals never reach the second phase of the disease 
which involves the central nervous system. Most 
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Normal curvature of spine and back. 


often the first phase is so slight that it is over- 
looked. When the first phase is recognized and the 
symptomless period intervenes before the resump- 
tion of symptoms, we have the dromedary type 
of the disease. 


One of the earliest signs of poliomyelitis is hyper- 
sensitiveness, which occasionally is so marked that 
the slightest stroking over any part of the skin may 
be irritating to the patient. However, more com- 
monly it can be demonstrated by deeper pressure 
along the spine and over the large nerve trunks. 
Occasionally tremors and twitchings of groups of 
muscles are noted. 

Ventral Flexion Sign. One of the most important 
signs is stiffness of the neck or back, known as the 
ventral flexion sign. With the patient still in the 
supine position the head is bent forward while the 
examiner, with his right hand on the patient's 
chest, prevents elevation of the shoulders. If the 
patient is able to sit up, he may be asked to draw 
up his knees and touch them with his forehead. 
If he says he cannot accomplish this simple feat and 
you ask him why, the customary answer is, “It hurts 
my back” (Figures 1 and 2). 

Head Drop Sign. In 1916, Hoyne described this 
sign as follows: “With the patient lying supine on 
a flat table, the body is raised slowly by lifting the 
shoulders, and the head will drag on the table or 
else the head is raised with difficulty but cannot be 
maintained for long in a plane with the body. Or- 
dinarily the normal person when raised in this 
manner will either maintain the head in the plane 
with the trunk or flex the head on the chest” 
(Figure 3). 

Reflexes. Early in the disease the reflexes are 
usually exaggerated and equal. As the disease pro- 


gresses, the deep reflexes become unequal and are 
diminished or lost. The superficial reflexes usually 
are unaffected. Occasionally the abdominals may be 
sluggish or lost on one side, and some believe this 
may indicate impending paralysis on that side. 

Paralysis. If paralysis occurs, and it is always 
flaccid, it usually develops on the second or third 
day of this phase of the disease. Pain, diminution, 
or loss of the deep reflexes and weakness or twitch- 
ing of muscle groups may be premonitory signs of 
approaching paralysis. During different epidemics 
there is a great difference in the distribution and 
severity of paralysis, and the degree of involvement 
will vary from slight weakness to complete loss of 
power. Muscle pain is rarely a complaint, and there 
is usually little or no tenderness of the muscles. 
Manipulation following paralysis may produce pain 
by stretching the nonparalyzed muscles. This is the 
muscle spasm to which Sister Kenny has called 
attention. 

The height of the fever and its duration will de- 
pend on the severity of the attack, and until the 
temperature has returned to normal and remained 
so for forty-eight hours, one must assume that the 
infective process may still be active and that fur- 
ther paralysis may occur. Thereafter the acute phase 
may be said to be terminated and no further pa- 
ralysis or damage need be expected. Occasionally 
there may be some difficulty in voiding, and 
in the severely paralyzed case there may be reten- 
tion of urine, necessitating catheterization, or there 
may be incontinence. 

In the spinal type of the disease, any single 
muscle or group of muscles may be involved. While 
the leg and arm muscles are most commonly af- 
flicted, one should not forget that the abdominal. 
intercostal, diaphragm, neck, and even facial 
muscles may be involved. 


Diagnosis and Differential Diagnosis 


In the bulbar type of poliomyelitis one or more 
of the cranial nerves are involved. Then, such signs 


Ventral flexion sign; note position of arms. 
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as strabismus, lid lag, facial paralysis, palatal or 
pharyngeal paralysis, or paralysis of the tongue may 
occur. Usually a nasal twang to the voice, hoarse- 
ness, increased accumulation of mucus in the naso- 
pharynx and difficulty in swallowing are the initial 
symptoms of bulbar paralysis. Severe bulbar involve- 
ment resulting in damage to vital centers causes 
such signs as irregularities in pulse, respiration, 
hyperthermia, drop in blood pressure, shock, pul- 
monary edema, and cardiac arrest (vagal). 

Infrequently meningitic poliomyelitis occurs as a 
special type. Here the virus apparently affects 
chiefly the leptomeninges. Occasionally the brain is 
involved to the exclusion of the lower motor 
neurons, and this has been termed the encephalitic 
type of poliomyelitis. Likewise, infrequently an 
ataxic type has been described. Medin noted tran- 
sitory ataxia during convalescence, with muscular 
spasms and tremors during the acute stage of the 
disease. There was no atrophy of the muscles and 
the ataxia was transitory. 

There are laboratory tests which aid in diag- 
nosis. The blood and urine show no character- 
istic changes. The spinal fluid is a great diagnostic 
aid. The cell count is nearly always more than 10 
and usually lymphocytes predominate. The count 
may range to several hundred. In some instances 
polymorphonuclears may predominate. Protein is 
slightly to moderately increased and sugar is nor- 
mal. Culture of the spinal fluid is sterile. 

As has been stated, the clinical diagnosis of abor- 
tive poliomyelitis is impossible because in this sys- 
temic phase of the disease a single symptom or com- 
bination of any symptoms may be the forerunners 
of any acute infection. There is no involvement of 
the central nervous system at this stage of the dis- 
ease and therefore a lumbar puncture will reveal 
a normal spinal fluid. 

In the second type, namely, nonparalytic polio- 
myelitis, there has been not only a systemic in- 
vasion but also involvement of the central nervous 
system. Such cases may be diagnosed when they 
occur during a season of the year in which polio- 
myelitis is known to be prevalent and particularly 
during epidemic periods. Spinal fluid changes are 
characteristic of poliomyelitis and though no paresis 
or paralysis develops, a diagnosis of nonparalytic 
poliomyelitis can be made with some assurance. 

The most common conditions which must be dif- 
ferentiated from poliomyelitis are tuberculous men- 
ingitis, encephalitis, epidemic cerebrospinal men- 
ingitis, and meningitis due to other organisms. Post- 
infectious types of encephalitis, particularly those 
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Head drop sign. 


associated with the acute contagious diseases occur- 
ring after measles, mumps, and vaccination, should 
be differentiated by the history of a preceding con- 
tagion. Similarly, flaccid paralysis from transverse 
myelitis following contagious disease should be 
diagnosed by the history. 

Organic diseases of the brain such as brain 
tumor and brain abscess should not be too confus- 
ing if careful neurologic and ophthalmologic exam- 
inations have been made. Heavy metal poisoning 
such as lead and arsenic can be differentiated by 
the local nature of the paralyses, for example, wrist 
or ankle drop, and the encephalitic types by other 
accompanying signs of the poisoning. 

In differentiating meningitis from poliomyelitis 
the cerebrospinal fluid is clear and colorless, the 
pleocytosis not so great as in meningitis, the glucose 
of the cerebrospinal fluid is not reduced, and the 
lactic acid content is not increased as in meningitis. 

While second attacks of poliomyelitis are com- 
paratively rare, they are not unknown in the litera- 
ture. After a lapse of a number of years, a second 
attack of poliomyelitis may occur. Thirty-seven 
cases of second attacks of poliomyelitis have been 
reported in the American literature. As an explana- 
tion of the occurrence of second attacks in humans, 
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it has been suggested that infection with a strain 
of virus other than that which caused the first 
attack may be responsible for the second. 

Males are said to be more frequently affected than 
females, in a ratio of 3 to 2. In some epidemics the 
colored race has been less afflicted than the white 
race; in other epidemics this tendency has been re- 
versed. Some investigators have emphasized the ef- 
fects of exercise, chilling, trauma, economic status, 
body type, endocrine factors, and dietary deficiencies 
as predisposing factors. The specific effect of these 
factors needs more investigation and proof. Preg- 
nancy seems definitely to enhance susceptibility to 
this disease. Tonsillectomy or operations about the 
nose and throat have been heralded as a possible 
cause for predisposition to the occurrence of polio- 
myelitis during the epidemic period. 


Prevention 


There are no known sera or vaccines as yet avail- 
able for the prevention of poliomyelitis. For a time 
nasal sprays of various chemicals were used, but 
these procedures have been discontinued. Only gen- 
eral advice can be given, such as avoidance of stren- 
uous exercise during an epidemic, avoidance of 
crowds to obviate contact infection, avoidance of 
raw, unpeeled fruits and vegetables during epidemic 
periods, screening and control of flies, adequate 
sewage disposal, and the closing of swimming 
beaches and pools known to be contaminated by 
sewage. The removal of tonsils or operations on the 
nose and throat should preferably not be performed 
during the epidemic poliomyelitis season. 

Recent recommendations state that public and 
private schools should not be closed nor their open- 
ing delayed during an epidemic of poliomyelitis, 
for it is felt that these measures have not affected 
the courses of the epidemics. Indeed, such action 
may increase the panic on the part of the public. An 
exception should be made in delaying the opening, 
or in closing the schools, to the children trans- 
ported by busses, or those in boarding schools and 
in nursery schools. 

Summer camps may open if there is no outbreak 
of poliomyelitis in the area where the camp is lo- 
cated. Children from epidemic areas should not be 
admitted to the camps. If poliomyelitis occurs in a 
camp, all children and staff should remain at the 
camp for 14 days after the last contact. Daily medi- 
cal checks should be made on all children, and all 
individuals with fever or suspicious signs or symp- 
toms should be immediately isolated. 


Fairs, circuses, and theatres should not be closed 
or prevented during epidemics. It is recommended, 
however, that children should be discouraged from 
attending such places. 


Early Treatment 


The medical treatment for poliomyelitis is similar 
to that of any acute contagious disease. Communi- 
cable disease nursing technique is followed during 
the period of isolation. The nasal and throat dis- 
charges should be burned and disinfection and dis- 
posal of stools should follow the technique em- 
ployed in caring for a typhoid fever patient. 

The patient should be offered plenty of fluids, 
salts, and electrolytes to make up for the loss dur- 
ing the febrile stage. The diet should be light, well- 
balanced, and may be increased in the afebrile stage. 
Baths may be permitted when the patient can tol- 
erate them, otherwise they are best omitted. 

The mattress should be firm, and a board should 
be placed below the mattress. A footboard should 
be placed at the foot of the bed. The patient should 
be handled as little as possible and should never be 
tired by the care given. 

The physician, nurses, and all attendants coming 
in contact with the patient suffering from poliomye- 
litis should create an optimistic, cheerful atmos- 
phere. Successful treatment will be greatly en- 
hanced by striving for the mental as well as physical 
well-being of the patient. 

No specific drug or serum has yet proved of value 
either for treatment or prophylaxis. Phenosulfazole 
(Darvisul) has recently been suggested. Aureomy- 
cin has also been recommended. Neither of these 
two: drugs seem to favorably affect the clinical 
course of poliomyelitis. 

Quite recently, in attempting to alleviate pain 
and spasm in poliomyelitis, certain sympatholytic 
drugs have been employed such as Priscoline, orally; 
procaine hydrochloride, intravenously; and diethyl- 
aminoethanol. The use of these drugs will not 
limit the spread of the virus nor alter its effect on 
the nerve cells; the most that they can offer is some 
symptomatic relief. Side effects such as vomiting, 
flushing, and palpitation should not be overlooked. 

Prostigmine has been used subcutaneously in doses 
of 0.5 to 2.5 mg., depending upon the age of the 
patient, in an attempt to reduce the muscle spasm. 
Except with infants and very small children, atro- 
pine is given with each dose of Prostigmine to 
counteract such parasympathetic effects as nausea 
and diarrhea. Neostigmine bromide may be given 
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by mouth 3 times daily in doses of 7.5 to 15 mg. 
for children and 35 to 45 mg. for adults. 

A form of curare, Intocostrin, has been advocated, 
but the effects are still being studied and the toxic 
effects of this drug on the respiratory center should 
not be overlooked or forgotten. 

The earlier muscle spasm can be relieved, the 
sooner the patient may be placed in normal align- 
ment and passive and active exercises started. Moist 
heat in the form of hot moist packs is the method of 
preference for relieving muscle spasm. It should be 
emphasized that packs have no effect on the disease 
in the central nervous system; their purpose is solely 
to relieve muscle spasm and hasten muscle re-edu- 
cation by the physiotherapist. 


Treatment of Respiratory Difficulties 


Paralysis of the intercostal muscles and the dia- 
phragm should be anticipated when there is exten- 
sive paralysis of the shoulder girdle and upper ex- 
tremities. Symptoms such as rapid shallow breath- 
ing, cyanosis, inability to take or hold a deep breath, 
and the use of other muscles as an aid to respiration, 
are all symptoms of this type of paralysis. The res- 
pirator is indicated in this condition. 

Paresis or paralysis of the centers in the medulla 
will cause shallow irregular breathing, and difficulty 


in talking and swallowing. There is no specific treat- 
ment for bulbar involvement. 

The pharyngeal involvement in patients with 
paralysis of the pharynx, the inability to swallow 
mucus or vomitus will cause shallow, irregular, and 
ineffective respiration. This is best treated by aspira- 
tion. Mucus in the pharynx may be removed by 
suction with a soft rubber catheter. The foot of the 
bed should be raised, and the patient’s head turned 
to the side to encourage postural drainage. When 
all other methods fail, tracheotomy in these cases 
may be life-saving. In cases of extreme cyanosis, 
the administration of oxygen may prove to be 
beneficial. 

Such patients may be fed slowly with a spoon 
and if nourishment cannot be maintained, intra- 
venous feeding is preferable to gavage. Salt, water, 
carbohydrates, and proteins should be administered 
in adequate amounts. Occasionally rectal feeding is 
recommended. If infection and fever are prolonged, 
anemia and depletion of the body tissues may be- 
come marked. If the serum protein drops to a low 
level, plasma may be used intravenously to restore 
its normal level. Whole blood transfusions may be- 
come necessary to combat anemia. Iron medication 
is unsuccessful while fever and infection persist. 
Penicillin may be used for the prevention of respira- 
tory infections. 


ful of sugar. 


very hopeful. 


A NEW SWEETENING AGENT 


VIOMYCIN AND TUBERCULOSIS 


Tue Council of Chemistry and Pharmacy of the A.M.A. recently (vol. 145, p. 823) accepted 
Cyclamate Sodium or Sucaryl Sodium (Abbott), a synthetic, nonnutritive, sweetening agent 
that can be used by diabetics and others. It is better than saccharin in that it is stable in hot 
solutions, and it hasn’t a bitter aftertaste in concentrations below 0.8 per cent. It is 30 times as 
sweet as sugar. It appears to be nontoxic. Tablets containing 0.12 Gm. correspond to a teaspoon- 


A new antibiotic called Viomycin has given promising results in the treatment of tuberculosis 
in the highly susceptible guinea pig, according to Science News Letter for March 3, 1951. The 
drug has also been tried on human patients. As yet, little is known as to what it can accomplish 
in cases of human tuberculosis, but the success in guinea pigs has made a number of investigators 
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Practical Therapeutics 


THE USE OF 


BY ARTHUR R. COLWELL, M.D. 


Northwestern University Medical School, Chicago 


Q. What is NPH insulin? 

A. NPH insulin is the newest of a series of 
modifications of insulin for the routine treatment 
of diabetes mellitus. Other depot types of insulin 
previously developed have been (a) protamine zinc 
insulin Gin1935), Cb) globin insulin with zine Cin 
1938), and (c) mixtures of regular and protamine 
insulin containing excesses of regular insulin Cin 
1942). NPH insulin is similar in action to the last 


two. 


& 


The Montgomery Ward Memorial Building 
at Northwestern University, Chicago campus, 
home of the Medical School 


It is with pleasure that the Department of Medicine has ac- 
cepted this opportunity to write a series of articles on practical 
therapeutics. 

Northwestern Medical School's reputation has been made in 
the past not by turning out scientific automatons, but by educat- 
ing men who are well-trained physicians. Northwestern has 
always believed that the basic reason for its existence as a medi- 
cal school has been and should continue to be the training of 
young men and women to be skilled in the practice of medicine. 

The Medical School of this great University was organized in 
1859 as the Medical Department of Lind University; its first 
annual course of medical instruction began October 9, 1859. In 
1869, the School (Chicago Medical School) became affiliated 
with Northwestern University and in 1891 an integral part of 
the University. The School's founders largely determined the 
present character and fame of the Medical School. That intrepid 
and distinguished band, Nathan Smith Davis, Hosmer A. John- 
son, Edmund Andrews, David Rutter, Ralph N. Isham, William 
H. Byford, and John Hollister were truly “pioneers” in their 
ideology of medical education. Northwestern Medical School 
through their efforts was one of the first schools to be organized 
as the medical department of an existing university and to be 
run for the benefit of the medical students and the public; to 
lengthen and enforce a standard of preliminary education; to 
adopt a longer annual course of instruction; to initiate a graded 
curriculum in which fields of study were assigned in logical 
order and in which laboratory studies were carried out in basic 
sciences other than anatomy; and to introduce clinical instruction 
in the hospital and outpatient department. 

Present chairman of the Department of Medicine—the first 
such officer on a full-time basis—is Dr. Arthur R. Colwell, 
Irving S. Cutter Professor of Medicine, outstanding authority 
in the field of diabetes and author of the first article in this 
series. —Ricuarp H. Younc, Dean 


INSULIN PREPARATIONS 


Q. What are the disadvantages of protamine zinc insulin that 
led to the development of intermediate types? 

A. When Hagedorn of Copenhagen devised 
protamine insulin in 1935, he was conscious of the 
need for an insulin with the most efficient possible 
timing. He and his associates looked for a com- 
pound that would fit most accurately the eating 
and sleeping habits of a majority of diabetic pa- 
tients. But at that time two things interfered with 
the selection of the ideal preparation. First, the 
need for any long-acting insulin was so great that 
not enough time was available to find the most 
suitable one. Second, the addition of zinc, for pur- 
poses of stability, prolonged still further the action 
of the protamine insulin originally selected. The 
result, protamine zinc insulin, is a suspension of 
great insolubility. Hence it is slow to act after in- 
jection, weak in action, until overlapping of suc- 
cessive daily doses becomes heavy, and prolonged 
in effect. These great advantages over ordinary in- 
sulin ultimately have proved to be its chief disad- 
vantages. 

When the original protamine zinc insulin is 
used in cases of mild diabetes, in small or moderate 
dosage, its faults are not apparent. The sugar bal- 
ance of the mild diabetic can compensate, to some 
extent, for results due to deficiencies and excesses 
of administered insulin. But in the treatment of 
severe forms of diabetes, protamine zinc insulin 
has been a disappointment. In the larger daily: 
dosages (40 to 80 units) which are usually re- 
quired by severe diabetics, and especially young 
ones, it has shown several faults in timing. After 
a morning injection, its action is so weak that every 
meal is likely to be followed by glycosuria. During 
fasting, especially at night, when a strong effect is 
not needed, it is likely to cause insulin shock. This 
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is the Irving S$. Cutter Professor and chairman of the Department of Medicine at North- 
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Passavant Memorial Hospital, Chicago, and president of the American Diabetes Associa- 
tion. For more than twenty-five years his chief interests have becn the study and treat- 
ment of diabetes mellitus in clinical practice and research. This background, which in- 
cludes his studies of the timing properties of various insulin preparations, has established 
Dr. Colwell as an authority in the field of treatment of diabetes with insulin. 


happens too easily also when the person is exer- 
cising. Finally, the overlapping effects of repeated 
daily doses of good size are so inconsistent from 
day to day that unpredictable waves of hyper- and 
hypoglycemia are seen all too frequently. 

Several methods of correcting such difficulties 
have come into common use. Initially, separate in- 
jections of protamine and regular insulin were 
given. This practice has largely been abandoned in 
favor of giving intermediate-acting insulins which 
give about the same effect from a single injection 
daily; a combination of slow and rapid effects. 
Globin insulin was the first of these; protamine in- 
sulin mixtures followed soon after, and now NPH 
insulin is a commercial protamine preparation with 
a very similar type of action. 


Q. Do the timing characteristics of these intermediate insulins 
differ radically? 

A. No. The timing after a single dose injected 
hypodermically is very similar. The peak action 
from a single large dose of any of these intermedi- 
ate insulins comes from eight to sixteen hours after 
injection. Twenty-four hours after injection, in 
contrast with large doses of protamine zinc insulin, 
the effect is on the wane. This means that when 
diabetic patients take an injection every day before 
breakfast, the effect is strongest in the late after- 
noon and evening, when it is needed to carry the 
large evening meal. During the night, when no 
food is taken, the effect is tapering off. During 
sleep therefore, insulin reactions are less likely to 
occur than when protamine zinc insulin is being 
used. These timing characteristics of intermediate 
insulins are illustrated by the curves in the dia- 
gram, in comparison with curves showing the ac- 
tions of ordinary and protamine zinc insulins. 


Q. Is there much difference in effect between these intermediate 
insulins? 

A. On the average there is very little difference 
in effect between globin insulin, NPH insulin, and 
the commonly used 2:1 mixture which contains 


twice as much regular insulin as protamine zinc 
insulin. All are more efficient in the treatment of 
severe diabetes than is protamine insulin. A choice 
between them must be made by trial in the indi- 
vidual case. 


Q. What do the letters NPH stand for? 


A. The “N” in its name stands for “neutral”, the 
reaction of the liquid vehicle containing the crys- 
tals. “P” stands for “protamine” and “H” for 
“Hagedorn”, in honor of the Danish scientist who 
recrystallized and standardized this variety of pro- 
tamine insulin. 

NPH insulin contains about two-fifths as much 
protamine as does protamine zinc insulin. 


Q. Are any precautions needed in supplementing NPH insulin 
with regular insulin? 

A. Given either by separate injection or added 
to the syringeful or ampoule of NPH insulin, reg- 
ular insulin will act much more vigorously than 
when added to protamine insulin. Seldom is it 
necessary to supplement the action of NPH in- 
sulin. When it is, 1 cc. or so of regular insulin 
added to a 10 cc. ampoule of NPH insulin, will 
usually give the required pick-up in speed of 


action. 


Q. Are there proved advantages in keeping diabetics sugar- 
free? What harm is there in permitting some glycosuria to ap- 
pear, especially after meals? 

A. First, there is good experimental and clinical 
evidence to show that some tolerance for sugar can 
be preserved and even regained by preventing the 
islet-fatiguing results of hyperglycemia. Second, 
infections are less likely to occur, especially in the 
urinary tract and genitalia. Third, evidence is ac- 
cumulating to show that retinal, renal, and other 
vascular degenerative complications may be caused 
by poor control, and that they can be prevented by 
good control over long periods of time. Finally, 
proof should not be required to show that abnormal 
conditions are harmful and normal ones protective. 
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Normal conditions should be maintained, if pos- 
sible without greater penalties such as insulin shock 
or intolerable inconvenience, until proof is gained 
that hyperglycemia and glycosuria and other at- 
tendant metabolic faults are harmless over long 
periods of time. 

The only exceptions to this policy are in han- 
dling those cases of labile diabetes in which fre- 
quent and severe insulin reactions occur when the 
urine is kept sugar-free. Patients with recent cere- 
bral and myocardial vascular accidents should also 
be protected from hypoglycemia, even at the ex- 
pense of an occasional period of mild hypergly- 
cemia. These exceptions are relatively uncommon. 
Fully 75 per cent of all diabetics can be kept sugar- 
free without danger from hypoglycemia. 


Q. When would one use NPH or globin insulin rather than pro- 
tamine zinc insulin? 

A. In cases of young diabetics and children, as 
a general rule, and in others with diabetes equally 
severe. When protamine insulin in large dosage 
reduces the overnight and early morning sugar 
levels to normal, and sometimes causes reactions, 
and still permits much sugar to appear in the late 
afternoon and evening urine, a clear-cut indication 
is present for use of one of the intermediate in- 
sulins. 


Q. What insulin mixtures are most useful? 


A. Mixtures containing from two to three times 
as much regular (or crystalline) insulin as prota- 
mine zinc insulin, thoroughly mixed in the am- 
poule or syringe before use. Incomplete mixing in 
the syringe makes them unreliable and inconsistent 
in action from dose to dose. 


Q. What mixture does NPH insulin resemble most closely? 


A. The commonly used 2:1 mixture, which con- 
tains two parts of regular or crystalline insulin 
thoroughly mixed with one part of protamine zinc 
insulin. The action of this mixture is probably a 


of potency or physical incompatibility. In some 


Effect of single doses of three common types of insulin on blood and urinary sugar. Colors are those 
seen with ordinary sugar-testing reagents, from crange at 4 plus levels to blue at negative levels. 


trifle more prompt and less prolonged than that of 
NPH insulin. But this difference is negligible com- 
pared with the difference between either one of 
them and protamine insulin at one extreme or a 
3:1 mixture at the other. 


Q. Can regular insulin be used to speed the effect of NPH 
insulin? 

A. Yes, in much smaller amounts than would 
be used for the same purpose along with protamine 
zinc insulin. Eighty units of regular insulin added 
to an eight hundred-unit bottle of NPH insulin 
will result in a measurable speeding of action. 
Eighty units of such a “spiked” preparation will 
act approximately in the same manner as will 
seventy units of NPH insulin and ten units of 
regular insulin injected separately. 


Q. Is regular insulin stable when added to NPH insulin? 


A. Only for a limited period of time. It is prob- 
ably safely potent for as long as it would take to 
use up one vial of the combination. It is less stable 
at the neutral reaction of NPH insulin than at the 
strongly acid reaction of regular insulin itself or at 
the slightly acid reaction of mixtures. 


Q. Are mixtures stable when prepared in an ampoule? 


A. Yes, for periods of weeks, at least. As with 
protamine zinc insulin, heat, freezing, and long 
standing may lead to loss of potency by causing 
clumping or sticking to the walls or base of the 
vial. Frosting of the glass of the ampoule is the 
common sign that this has occurred. 


Q. Are combinations of intermediate insuli 
zinc insulin ever useful? 


and prot 


A. They should not be mixed in the same am- 
poule or syringe because of the complex chemical 
modification which occurs. This would lead to con- 
fusion over the timing of the reaction to the re- 
sulting mixture. In some cases it might lead to loss 
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severe forms of diabetes good results have been 
secured by injecting once daily globin insulin and 
protamine zinc insulin into different sites at the 
same time before breakfast. 


Q. Can regular and globin insulins be mixed? 


A. Yes, with resultant speeding and intensifica- 
tion of the action of globin insulin. About equal 
parts are required to accomplish this to any signifi- 
cant extent. However, because of the fairly prompt 
and intense action of globin insulin as manufac- 
tured, this is seldom advantageous. 


Q. What are the chief indications for the use of regular and 
crystalline insulin? 

A. There is not enough difference between them 
to be significant, except that crystalline insulin is 
less likely to cause allergic reactions. Both are most 
useful in emergencies for rapid correction of gly- 
cosuria and acidosis. They can also be used to 
“spike” or speed the action of any of the depot in- 
sulins if more rapid action is desired. If mixed with 
protamine zinc. insulin, excesses of them must be 
used before much change in action will be ap- 
parent. 


Q. When are reactions most likely to occur with various insulins 
injected every morning before breakfast? 
A. With regular insulin—before lunch. 
With globin insulin—in the late afternoon. 
With 3:1 mixture—in the late afternoon. 
With 2:1 mixture—in the late afternoon or 
around midnight. 
With NPH insulin—in late afternoon or 
around midnight. 
With NPH insulin with regular insulin 
added—before lunch or late afternoon. 
With protamine zinc insulin—between mid- 
night and breakfast. 
With all insulins—during prolonged exercise. 


Q. Granting that the intermediate insulins are most useful in 
the routine treatment of severe forms of diabetes, are they more 
likely to cause reactions when used in the treatment of mild 
diabetes? Are there any contraindications to their use in mild 
diabetes? 


A. No. In appropriate dosage the intermediate 
insulins are equally effective in controlling mild and 
severe forms of diabetes. They are no more likely 
to cause reactions at their 8- to 16-hour peaks than 
protamine insulin is likely to do at its 24-hour 
peak. The fact that mild diabetics using protamine 
insulin are usually sugar-free in the late afternoon 
does not mean that the use of an intermediate in- 


sulin is likely to cause hypoglycemia at that time of 
day. Protamine insulin usually permits hypergly- 
cemia to occur after meals even though no sugar 
appears in the urine. NPH, globin, and mixture 
insulins can safely be substituted for protamine 
zine insulin, even in cases of mild diabetes where 
protamine insulin gives good control. Caution 
should be used, in that case, in supplementing the 
intermediate insulins with regular insulin. 


Q. A 20-year-old college boy has had diabetes since the age 
of 9. He takes 65 units daily of an insulin mixture, and follows 
a well-regulated diet. But he often shows 4-plus sugar in the 
urine, even when his diet is correct. If his dose of insulin is in- 
creased in an effort to control the sugar, he is likely to have a 
severe and unexpected insulin shock. He insists that he feels 
better when he runs some sugar and that he cannot become 
sugar-free without great danger of reactions from insulin. Are 
any of the newer preparations of insulin of value in treating 
this boy and others like him? 


A. This is known as “labile” or “brittle” diabetes. 
It is most difficult to control well with any type of 
insulin, and usually it cannot be “balanced” with 
any of them to the point of keeping the urine 
sugar-free. It is better to permit a margin of glyco- 
suria to appear as a buffer of protection against 
unexpected reactions. The intermediate insulins 
come closer to maintaining a good balance than 
does protamine insulin. Good results have been 
secured in some of the most difficult patients of 
this type by using a 3:1 mixture twice daily—about 
2/3 of the total before breakfast and 1/3 at bed- 
time along with a lunch. 


Q. What type of diet is most appropriate for use with the 
intermediate insulins? 

A. Best results will be obtained if the diet con- 
tains less than twice as much carbohydrate as fat 
in grams. Protein can and should be generous—at 
least 1 Gm. per kg. 


Q. Is any particular distribution by meals preferable? 


A. With all depot insulins a fairly small break- 
fast is more easily tolerated than is a large one. 
The noon and evening meals can be more gener- 
ous, especially when one is using the intermediate 
insulins. 


Q. Are supplementary feedings desirable between meals? 


A. Yes, especially when large doses of depot in- 
sulins are used in cases of severe diabetes. With 
globin insulin a midafternoon lunch is most timely. 
With NPH and protamine insulins a bedtime 
lunch is more likely to be needed. 
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Plasma and Hepatitis 


Reports keep coming in to indicate that irradiated 
plasma is not perfectly safe. In an article in the 
J.A.M.A. for November 25, 1950, J. Garrott Allen 
and colleagues stated their belief that if pooled 
plasma is stored in the liquid state at a tempera- 
ture of from 78 to 96 degrees Fahrenheit for 3 
months or longer it will be safe. They say no virus 
is known which will survive prolonged room tem- 
perature in a cell-free liquid without preservatives. 
In another article in the same journal B. F. Smith 
points out that hepatitis has probably been trans- 
mitted a number of times by tattooing. 


Penicillin—An Allergic Hazard 


R. L. Girma, writing in the U. S. Armed Forces 
Medical Journal for October, 1950, pointed out 
that more and more reports of decidedly unpleas- 
ant penicillin reactions are appearing. Perhaps, 
many of these reactions are due to previous sensi- 
tization to the drug. In some of the cases, the per- 
son suffers from chills, fever, prostration, pains in 
the joints, and shock. Recovery may be prolonged, 
and there may be exacerbations afterward. 
Because of these reactions, Gilman feels that 
physicians must start giving up the idea of pre- 
scribing penicillin before every operation, before 
every confinement, and for every little illness. 


Streptomycin in Infant Diarrhea 


AccorpINc to a note from Denmark in the J.A.M.A. 
for April 7, 1951, streptomycin has worked well in 
the treatment of the severe diarrhea of infants. In 
some cases, the streptomycin was given by mouth, 
and in other cases it was injected. For infants 
weighing less than 3,000 Gm., the dose was 50 mg. 


Neomycin and Bacteria 


Neomycin was dramatically effective in clearing 
up organisms, which were sensitive to the drug, 
from the blood and the urinary tract, according to 
a recent report by Duncan et al, in J.A.M.A. for 
January 13, 1951. One organism that tends to re- 
sist and to develop strains that will not be killed 
by neomycin is the Pseudomonas. 
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Neomycin was found to kill off some bacteria 
which had previously been resistant to penicillin, 
aureomycin, chloramphenicol, and streptomycin. 

Only one case of serious toxicity was encoun- 
tered, and in this case the patient's ears and kid- 
neys suffered. Fortunately, the hearing came back 
when the treatment was stopped. Some of the 
men who have used neomycin have become afraid 
of it. 

In the American Review of Tuberculosis for 
October, 1950, A. G. Karlson, J. H. Gainer, and 
W. H. Feldman reported the treatment of tuber- 
culous guinea pigs with neomycin. They found 
strong indications that the drug combats the dis- 
ease. Instead of the widespread destruction of tissue 
seen in untreated animals, and even in those treated 
with streptomycin, the animals treated with neo- 
mycin showed but few lesions, and there were 
many signs of healing. 


Visammin and Coronary Disease 


SEVERAL times in the last year, attention has been 
called to the use of Visammin in coronary heart 
disease. According to Dr. Anrep, the drug dilates 
coronary arteries. Several writers have claimed ex- 
cellent results in the treatment of angina pectoris, 
while others have felt that the drug was no more 
effectual than a placebo. 

Now, in the magazine Circulation for Septem- 
ber, 1950, Drs. M. M. Best and W. S. Coe, report 
that khellin, or Visammin, changed an abnormal 
electrocardiogram back to normal in 10 out of 14 
cases. Eight patients said that they could exercise 
more than before, and that they had fewer and less 
severe anginal attacks. Nausea and vomiting 
bothered three patients. 


Hypertension and Pyrogens 


In 1947, I. H. Page and R. D. Taylor reported a 
study of the treatment of malignant hypertension 
with a purified pyrogen of bacterial origin. In 11 
of the patients with a good renal function, there 
was a big fall in blood pressure with decided im- 
provement in the disease. The pressure rose again 
only after the passage of from two to six months. 

In 1949, the authors reported that 8 of the 11 pa- 
tients were still living and leading useful lives, 
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which is certainly a fine record for persons with 
malignant hypertension. Unfortunately, the patients 
whose kidneys had failed a bit did not respond. 

The subject is discussed very well in an editorial 
in the March, 1951, number of the Annals of In- 
ternal Medicine. As the author says, pyrogens are 
believed now to be complex polysaccharides of high 
molecular weight. Even 30 micrograms will sufhce 
to cause a severe reaction in a man. This places 
these substances in the group of very powerful 
drugs. 


Dihydrostreptomycin May Be Dangerous 


Accorp1nc to S. J. Shane and J. H. Laurie, writing 
in the Canadian Medical Association Journal for 
September, 1950, dihydrostreptomycin produced 
severe loss of hearing in 2 out of 21 cases. In one 
case, the trouble came on the 24th day of treat- 
ment, and the other on the 89th. The patients 
were being treated for pulmonary tuberculosis, and 
were being given 2 Gm. of the drug every day. 

In the Schweizerische medizinische W ochen- 
schrift for September 23, 1950, F. Van Golden- 
hoven and R. Stevens say that when one is giving 
dihydrostreptomycin, one must watch for tinnitus 
because it is the danger signal. Such tinnitus may 
continue for six months or a year after the treat- 


ment has been stopped. The drug can be extremely 
toxic to the cochlear system, and grave injury can 
be produced with even moderate doses. Prolonged 
treatment should be avoided. 


New Drug for Menopause 


A Most interesting and hopeful report of a new 
drug, paraoxypropiophenone, appeared in the Paris 
Letter in the ].A.M.A. for February 3, 1951. This 
drug was first used to treat the flushes of the meno- 
pause. Later, it was found to have remarkable ef- 
fects produced through the hypophysis. The authors 
think that the drug is now the best treatment for 
toxic goiter. They say it quickly reduces exophthal- 
mos. The recommended dose is 0.05 to 0.30 Gm. 
per day. It can be given in the form of a rectal 
suppository. 


Congenital Pyloric Stenosis 


In tHE South Carolina Medical Journal for Jan- 
uary, 1951, R. P. Baker reviewed 329 cases of con- 
genital hypertrophic pyloric stenosis. As he said, 
64.5 per cent of the infants were first-born. There 


is a slight hereditary tendency to the disease in 
some families. 

The cardinal signs are projectile vomiting, scanty 
stools, loss of weight, dehydration, visible peristal- 
sis, and a palpable tumor in the epigastrium. 

Only during the first few days of life may it be 
necessary to give a tiny bit of barium so as to show 
that the stenosis is at the pylorus and not in the 
duodenum. 

At operation, the physician must avoid going 
through into the duodenum at the point where the 
thick pyloric muscle suddenly ends. 

The immediate surgical mortality rate was 3.9 
per cent. 


Abuse of Thiouracil 


In tHE American Journal of Medical Sciences, for 
January, 1951, G. O. Bell and G. I. Mishtowt, from 
the Lahey Clinic, discussed the proper and im- 
proper use of thiouracil drugs, and summed up 
their experience in the cases of 56 patients referred 
to the Clinic for surgical treatment. These patients 
had received thiouracils at home. 

The authors stated that in the use of these drugs 
the commonest errors are: 1) a failure to give 
enough of the drugs to control the hyperthyroidism. 
2) The giving of the drug for a long period of time 
to a patient whose disease would better have been 
treated surgically. Such patients often have intra- 
thoracic goiters, large adenomatous goiters, or large 
exophthalmic goiters. 3) A mistaken diagnosis, the 
drug being given for the treatment of patients who 
really have only an anxiety neurosis with a fast 
pulse. 4) The use of such small dosages that little 
could be accomplished besides exposing the patient 
to sensitization to the drug. 

The authors feel that if one is to use thiouracil 
at all, the hyperthyroidism should be well con- 
trolled. A good remission of symptoms cannot be 
expected if a low-grade hyperthyroidism is allowed 
to persist. The authors think, therefore, that it 
would be better to err somewhat on the side of 
overtreatment. 

Toxic reactions to propylthiouracil occurred in 2 
per cent of the cases, and in 0.6 per cent, a serious 
agranulocytosis developed. Because of these dan- 
gers, treatment should never be started unless the 
patient can be kept under supervision. 

The type of hyperthyroidism which is most likely 
to respond well to medical treatment is due to 
Graves disease, with a small gland and mild tox- 
icity. The patient with an adenomatous goiter had 
probably better not be treated medically. 
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Dextran for Transfusions 


Tue trade name for dextran is Macrose. It was in- 
vestigated at the Mayo Clinic by John S. Lundy, 
Howard Gray, and W. McK. Craig. Their report 
is in the Archives of Surgery (61:55, 1950). The 
authors used, also, Upjohn’s gelatin, with a molecu- 
lar weight of 43,000. 

These substances have been given in transfus- 
ions to approximately 1,000 patients. Of course, in 
cases in which there has been much loss of blood, 
real blood which will carry oxygen must be used 
for at least some of the transfusions. 

If the physician could use dextran, or some such 
substance more often, it would free patients from 
great expense, from the hazards of the use of 
plasma, and from accidents due to poor blood group- 
ing. Other substances that have been tried for 
transfusions are isinglass, pectin, acacia, and 
periston. 

A paper on the elimination of dextran from the 
body is to be found in the London Lancet (1: 1071, 
1950). Experiments on animals indicate that it 
does not go out through the kidneys, but is ex- 
creted into the bowel. 


Norisodrine Dust in Asthma 


L. R. Krasno, M. Grossman, and A. C. Ivy de- 
scribed the use of norisodrine dust, 3 to 5 mg., in- 
haled from an Aerohalor in Science for October 29, 
1948. Since then, there have been several reports 
indicating that this epinephrine-like drug has a fine 
bronchodilating effect. It can often give relief to 
patients with severe asthma of the type which has 
become refractory to other forms of treatment. 


Psychic Treatment of Skin Disease 


THERE is an interesting article in the British Medi- 
cal Journal for December 9, 1950, by H. J. Sherven 
and colleagues who have had good results in the 
treatment of some skin disorders with the help of 
the “abreaction technic.” With this technic the pa- 
tient is made to talk freely of secret mental con- 
flicts after his tongue is loosened by the giving of 
some hypnotic drug. The authors used intravenous 
injections of sodium amytal, thiopentone, or 
methylamphetamine hydrochloride. Some of the 
patients were given a little ether, just enough to 
make them woozy. Others were given inhalations 
of 30 per cent carbon dioxide and 70 per cent 
oxygen. They were then encouraged to talk about 
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their troubles. When they did they often felt much 
better. 

The most helpful drug was found to be methyl- 
amphetamine hydrochloride. From 25 to 30 mg. 
were given intravenously. This often caused the 
patient to be talkative for several hours, especially 
if the effect was re-enforced by giving some sodi- 
um amytal. The doctors observed no bad side re- 
actions. Usually some 20 sessions of this type were 
required for adequate treatment. The authors have 
found the method helpful in the treatment of 
pruritus ani, lichenified neurodermatitis, and 
Besnier’s prurigo. 


Sodium-Poor Diet in Hypertension 


On a number of occasions within the last year we 
have commented on the almost uniformly poor re- 
sults reported by research workers who have 
studied the use of sodium-poor diets in cases of 
primary hypertension. 

These poor results are not surprising in view of 
the fact that sodium-poor diets were tried out 
around 1906 and given up, and again tried and 
given up around 1921. 

A. C. Corcoran, R. D. Taylor, and I. H. Page 
reported on their experience with the low sodium 
diet in Circulation for January, 1951. They agreed 
with others who have concluded that outside of a 
metabolic unit in a hospital, a physician cannot 
work out a diet so low in sodium that with it he 
can hope to relieve hypertension. To get results he 
would have to cut the sodium down to 0.5 Gm. a 
day. Furthermore, the restriction must be main- 
tained for at least 4 weeks before he can tell 
whether it is having any effect. 

Only 4 out of 14 outpatients put on a strict 
sodium-poor diet responded favorably, and in only 
2 could the response be maintained for a while. 

There is little sense in prescribing a sodium-poor 
diet for the average old man who has some hyper- 
tension, heart weakness, or arteriosclerosis. About 
all the deprivation does is to annoy and depress 
him. 


Glutamic Acid and Intelligence 


For awhile reports appeared in the literature of 
good effects on children’s intelligence secured by 
giving large amounts of glutamic acid. Efforts were 
made in this way to help morons. Soon several re- 
search workers reported experiments to show that 
there was little if any basis for the idea. 

In Science News Letter, for April 14, 1951, there 
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is a note to the effect that Ralph N. Zabarenko and 
G. S. Chambers have now studied 58 mental de- 
fectives to whom they gave 40 Gm. of glutamic 
acid a day for periods ranging up to six and one- 
half months. Half of the group was treated with 
glutamic acid while half received a placebo. No 
difference could be observed between the results 
obtained in the two groups. 


Threatened Abortion 


Enormous doses of stilbestrol, as much as 100 mg. 
given by mouth every 15 minutes until cramps and 
pain and spotting stop, will often block a threat- 
ened abortion, according to E. J. Karneky, writing 
in Arizona Medicine for January 1951. Karneky 
gave stilbestrol to 125 patients with threatened 
abortion during the last nine years, and saved 76 
per cent of the babies. He did not put the women 
to bed. According to him the pregnant woman can 
stand immensely more stilbestrol than her non- 
pregnant sister can take. 


Treatment of Migraine 


Arnotp P. FriepMan and Theodore J. C. von 
Storch reported the results of the treatment of 604 
patients suffering from migraine in the ].A.M.A., 
for April 28, 1951. Their best results were obtained 
with Gynergen, DHE 45 (a modified Gynergen), 
and Cafergot, a combination of Gynergen and caf- 
feine. Some results were obtained with octin and 
with codeine. Practically all of the other substances 
which they used and which have been recom- 
mended, gave results no better than those obtained 
with a placebo. 

Cafergot given by mouth worked somewhat bet- 
ter than did Gynergen alone given by mouth. 
Gynergen works much better when injected hypo- 
dermically or intramuscularly than when given by 
mouth or by rectum. Nicotinic acid, thiamine 
chloride, testosterone, and antihistaminics did not 
work well. According to the authors, histamine did 
not work well. 

In trying to prevent the coming of headaches, 
the authors found that psychotherapy was the most 
helpful treatment. 

In the discussion of the article Dr. Caro W. 
Lippman said that he had been getting some results 
by giving injections of 1.66 mg. of estradiol ben- 
zoate in sesame oil. He gave 20 to 30 ampules 
within the first four weeks and then cut down on 
the dosage. The attacks became less frequent. 


In the cases of men, he got results by giving % 
ampule of estradiol benzoate U.S.P. with 2 am- 
pules of testosterone propionate. In the first four 
weeks of treatment he gave 20 to 30 ampules of 
testosterone and 5 to 8 ampules of the estradiol. 

Dr. Frederick Stern and Dr. Friedman both 
stated that in their experience efforts to treat pa- 
tients by overcoming allergy had not been very suc- 
cessful. Dr. von Storch also felt that allergy played 
but little part in the production of migraine. Dr. 
Unger thought that migraine is all allergy. Von 
Storch said with delightful frankness that he had 
treated 300 patients with various estrogenic sub- 
stances; at first they all got better and later they all 
got worse! 


Premenstrual Tension 


Accorpinc to A. J. Argonz and C. Abinzano, writ- 
ing in the Journal of Clinical Endocrinology (De- 
cember, 1950), some women who suffer from pre- 
menstrual tension are helped by giving by mouth 
200,000 units of vitamin A daily, in two divided 
doses, after lunch and dinner. The treatment was 
begun on the 15th day of the cycle and continued 
through the first day of menstruation. 

Some physicians are now trying the administra- 
tion of androgens once a month. 


Digitalis Delirium 


In tHE Annals of Internal Medicine for Decem- 
ber, 1950, J. T. King reported cases of 5 men and 
1 woman, in whom delirium was produced by digi- 
talis. It cleared up when treatment was stopped. 

Years ago, Henry Plummer of the Mayo Clinic 
discovered that the giving of digitalis to patients 
who had been operated on for severe types of ex- 
ophthalmic goiter probably caused the death of 
some of them. Certainly the death rate was higher 
for the group treated with digitalis than for the 
group who were not so treated. 


Asthma and Morphine 


Morpuine should never be given to patients with 
severe asthma no matter how tempting this treat- 
ment may appear to be, according to Robert Coope 
(The Practitioner, Oct., 1950). Morphine dimin- 
ishes the cough reflex and makes it harder for the 
sufferer to get rid of the suffocating mucus. The 
giving of morphine can turn the tide against the pa- 
tient who is fighting for his life. 
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Cips from Other Journals 


Apparently Benign Gastric Ulcer 


J. A. Nicro, O. T. Clagett, and C. G. Morlock, of 
the Mayo Clinic, studied 400 cases of clinically 
benign gastric ulcer (J. Internat. Coll. Surgeons, 
Dec., 1950). Sixteen per cent proved to be cancer- 
ous, and 81 per cent of these were, histologically, 
highly malignant. Astounding and discouraging is 
the fact that in these apparently very early cases, 
40 per cent of the patients already had obvious 
metastasis to lymph nodes. Similar observations 
were made years ago by MacCarty. 

There were but few ways found of telling a 
benign from a malignant ulcer preoperatively. One 
must always suspect the large ulcer. Some 45 per 
cent of those 2.5 cm. or more in diameter were 
malignant, while only 5 per cent of the smaller 
ulcers were malignant. As was to be expected from 
previous studies, 90 per cent of the ulcers on the 
greater curvature were malignant. In one case a 
small ulcer-like lesion was already inoperable. 

Since gastric resection for lesions of the stomach 
is practically never followed by the formation of a 
jejunal ulcer, and since in expert hands the imme- 
diate mortality of subtotal resection is now around 
1 per cent, it would appear that most persons with 
a gastric “ulcer” should quickly be operated on. 


Tuberculosis in the Old 


Most physicians think of tuberculosis as a disease 
of young people, and to a large extent it is. Until a 
doctor has spent much time around a necropsy 
table he does not realize how often tuberculosis 
flares up and helps to kill older people. Sometimes 
it gets going again because the strength of the body 
has been pulled down by carcinoma or some other 
illness. 

E. L. Leech has an interesting article on -pul- 
monary tuberculosis which is encountered in pa- 
tients over 50 (Ann. Int. Med., Aug., 1950). He 
says that in some sanatoriums about 1 in 5 of 
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the patients is over 50 years of age. Sometimes the 
illness is discovered only when the person has a 
hemorrhage. When the diagnosis was made, about 
80 per cent of the patients had a far-advanced type 
of disease. 

Besides these persons there are those who have 
had tuberculosis all their life. Such a person neither 
gets well nor does he die with the disease. It seems 
to be unable to kill him. 

According to Leech, collapse therapy should be 
employed in the treatment of the aged patients 
whenever the indications outweigh the contrain- 
dications. 


HEMOPHILIA is not as uncommon a disease as was 
thought, according to Dr. A. J. Quick (J.A.M.A., 
Jan. 6, 1951); the doctor has found 20 patients in 
Milwaukee where he practices. 

As he says, all the bleeding in hemophilia comes 
from minute arterial vessels. The best ways of stop- 
ping hemorrhage in these cases are to apply cold, to 
apply pressure, and to give the part rest. The ap- 
plication of an ice bag will often do more than any- 
thing else to stop bleeding. Never apply heat. 

Bleeding from a tooth socket may be stopped 
with the help of fibrin foam or absorbable gelatin 
saturated with thrombin or epinephrine. If infec- 
tion is present, the antibiotics will help. 

The blood of the hemophiliac lacks thrombo- 
plastinogen. The giving of plasma is better than the 
giving of whole blood, but one has to give a large 
amount of plasma. The effect of treatment can be 
evaluated by the prothrombin consumption test. In 
these cases the measurement of the coagulation time 
is valueless. Because of the thromboplastinogen con- 
centration in normal persons varies widely, it would 
be well if the physician could get a determination 
of the thromboplastinogen level of the blood donor. 
Thromboplastinogen is preserved in lyophilized 
plasma. 
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Quick pointed out that contrary to popular be- 
lief, the greatest danger to hemophiliacs is not ex- 
sanguination but the results of great pressure on 
tissues by large hematomas. Another danger is much 
bleeding into joint cavities. Bleeding into the throat 
or the floor of the mouth can be serious because 
blood may block the air passages, and this may nec- 
essitate a tracheotomy. Large deep hematomas can 
cause atrophy of muscles and even bones. Because 
of this, some of the hematomas have to be aspirated 
and drained, but before this is attempted, at least 
500 ce. of fresh or lyophilized plasma must be given. 
Because of the pressure of hematomas on nerve 
cells, pain is often excruciating. 

There are times when the hemophiliac is more 
than ordinarily likely to bleed. It is possible that the 
giving of ascorbic acid, vitamin C, and rutin, 100 
to 150 mg. daily, may help. The use of oxalic acid 
has no rational basis and salts of calcium are worth- 
less. 

When a joint has filled with blood, every effort 
should be made to keep its function going with the 
help of physical therapy, otherwise the patient may 
become crippled. 

Helpful in the diagnosis of a hemophiliac is a 
positive family history, but most helpful are the 
results of the prothrombin consumption test. This 
test can reveal many a borderline case. 


Coxsackie Viruses 


Tuere is much interest in the Coxsackie group of 
viruses. The first one was isolated during an epi- 
demic of poliomyelitis in Coxsackie, New York, in 
1948. It was obtained by Dalldorf and Sickles from 
two patients who presented the clinical picture of 
poliomyelitis, but the filterable agent obtained did 
not produce poliomyelitis on intracerebral injection 
of monkeys. Later Dalldorf isolated a similar virus 
from nine more cases of apparent poliomyelitis in 
New York State. Later, he obtained the virus from 
the stools of a number of patients in Wilmington, 
Delaware, who apparently had poliomyelitis. But 
again, the virus did not produce the disease in mon- 
keys. In five cases the patient was paralyzed. Later, 
in 275 cases adequately studied, strains of the C 
virus were obtained from 27 patients, 10 of whom 
were paralyzed rauch as if they had poliomyelitis. 
Infant mice are highly susceptible to this new 
virus by parenteral injection through any route. 
They may be infected by oral administration or by 
instillation of the virus into the nose. Following 
oral administration or parenteral injection into 


cynomolgus monkeys or chimpanzees, the animals 
apparently become infected and have some fever 
over a period of from four to nine days. They ex- 
crete the virus for a while, and they acquire specific 
neutralizing antibodies in their serum, antibodies 
which persist for at least six months. The virus does 
not produce poliomyelitis on intracerebral injection. 
The C virus, therefore, is very different from polio- 
myelitis virus which is pathogenic for monkeys but 
never for mice. 

In an excellent review editorial on the subject, 
it is stated that Dalldorf has been able to differen- 
tiate two groups of C viruses, which act somewhat 
differently on mice (Ann. Int. Med., Jan., 1951). 
In some of the mice infected with virus of type A 
there results a rapidly progressive flaccid paralysis 
involving all of the skeletal muscles. Biopsies of 
the skeletal muscles show a diffuse and extreme 
degree of degeneration. The maximum concentra- 
tion of the virus is in the muscles. Lesions of the 
central nervous system are trivial or absent, al- 
though the virus does enter the brain. 

With virus of type B, the muscular degeneration 
is less extensive and usually focal. The mice live 
longer and they show tremor, ataxia, and spasticity 
rather than simple paralysis. Biopsies of muscle in 
cases of a few persons infected have usually not 
shown definite lesions. 

The strains of Coxsackie virus vary in virulence 
so that some mice recover. These viruses are among 
the smallest known, having a diameter of about 6 
to 9 millimicrons. They resist the usual antibiotics. 
Sometimes the C virus joins with poliomyelitis virus 
in attacking a child. It has been established, also, 
that the C virus can produce severe epidemic 
pleurodynia. 

Howitt has found the virus in nine different 
states of the union. She has found it, also, in six 
out of twelve healthy nurses who had been in con- 
tact with invalids. 

It would appear that the virus goes through a 
community, entering the bodies of many without 
producing serious illness. For instance, in a group of 
over 200 children in Winston Salem, North Caro- 
lina, 80 per cent of the children 7 years of age and 
older showed typical neutralizing antibodies in the 
serum. 

There have been accidental infections in the 
laboratory with the Coxsackie virus. The incubation 
period ranged from 3 to 5 days. In 5 cases reported, 
the illness was mild, with fever for a few days, head- 
ache, malaise, weakness, nausea, and most char- 
acteristically, a dull aching pain in the chest. In one 
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case, the pains were severe and there was stiffness of 
the neck, hyperesthesia, and a pleocytosis of 375 
cells in the cerebrospinal fluid. The leukocyte count 
did not go up and there was no paralysis or other 
subsequent symptom. 

Curnen (Bull. New York Acad. Med., 1950) re- 
ported three clinical types of illness due to the 
virus: (1) a disease resembling nonparalytic polio- 

myelitis with perhaps headache, pain and stiffness 
in the neck and back, nausea, and vomiting. There 
was an increase in the cell count in the spinal fluid; 
(2) a disease resembling epidemic pleurodynia with 
pain in the muscles of the lower part of the thorax 
aggravated by deep breathing, laughing, or cough- 
ing; (3) a nondescript febrile infection, a sort of 
“summer grippe,” with malaise and general aching. 

It is evident that the C virus can produce a dis- 
ease that looks like poliomyelitis. Armstrong et al 
(Canad. J. Pub. Health, 1950) reported having 
demonstrated C virus in a child with an extensive 
ascending paralysis, with transient dysphagia but 
rapid recovery. This was the Guillain-Barré-Landry 
syndrome, otherwise called neuronitis. 

The Coxsackie virus is widely distributed, both 
in North America and northern Europe. The dis- 
ease sometimes resembles poliomyelitis in its sea- 
sonal incidence. The infection may appear mainly 
in young children who usually show a mild influ- 
enza-like illness. They may show an aseptic menin- 
gitis. Unrecognized or subclinical infections are ex- 

‘ tremely common as shown by the presence of posi- 
tive serologic reactions. 

There appears to be a relation between the dis- 
tribution of the Coxsackie virus and poliomyelitis, 
but just what the relation between the two viruses 
is, no one yet knows. 


Fatalities With Dicumarol 


L. T. Wricut and M. Rothman call attention to 
32 reported deaths from the use of Dicumarol 
(Arch. Surg., Jan., 1951). Usually the fatal hem- 
orrhage was in the brain. 

The trouble usually occurred because the dose 
was too large, and the results not properly con- 
trolled. At the Mayo Clinic the experts say that if 
the prothrombin level is maintained at more than 
10 per cent of normal the risk of bleeding is small. 
DeTakats has said that with a prothrombin level 

. reaching 20 per cent the incidence of hemorrhage 
is too great for safety. 

According to Wright and Rothman, the pro- 

; thrombin level alone is not a safe criterion. 
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Tantalum Produces Granulomas 


A. M. Merrowsky et al reported 11 cases in which 
a tantalum plate fitted into a defect in the skull had 
to be removed because of the development of an 
epidural granuloma (J. Neurosurg., Nov., 1950). 
In 8 cases the skin also broke down over the plate. 
It would appear, then, that tantalum is not so in- 
nocuous a substance as surgeons have thought it 


to be. 
Syringe-Transmitted Hepatitis 


WE RECENTLY commented on the great danger 
that exists today of transmitting hepatitis through 
the use of hypodermic syringes. There is an article 
on this subject by Paul M. Sherwood (Ann. Int. 
Med., Aug., 1950). He reported cases, and also 
collected much literature on the subject. The tech- 
nique of giving several doses out of one syringe is 
a bad one. 

The lancets used for puncturing the ear or the 
finger to draw a little blood must be boiled. It is 


not enough to dip them in alcohol and ether. 


Functional Hypoglycemia 


For awhile in this country it was popular to diag- 
nose hyperinsulinism in cases in which this diag 
nosis often seemed improbable. In most cases it 
would never have been made if a better history 
had been taken and more measurements had been 
made of the blood sugar. 

Some helpful notes are given on the differential 
diagnosis between a functional hypoglycemia and 
the true hyperinsulinism that is due to an islet-cell 
tumor (London Lancet, Dec. 30, 1950). Naturally 
the patient with an adenoma of the islet cells is 
likely to get progressively worse, whereas the per- 
son with a “functional hypoglycemia” is likely to 
have the symptoms on some days and not on 
others. Furthermore, the symptoms of a functional 
hypoglycemia do not get progressively worse with 
the lengthening of the interval after a meal. This 
happens only to patients with the islet-cell tumors. 
Sometimes when a man has an islet-cell tumor his 
wife has to sit up all night to give him some 
sugar when he starts twitching. The patient with 
functional hypoglycemia has no trouble at night. 

The symptoms of functional hypoglycemia will 
come sometime shortly after a meal, and they may 
disappear after the taking of an aspirin tablet or a 
cup of black coffee. The patient with an islet-cell 
adenoma must have sugar, and is likely to have a 
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blood-sugar reading around 50 mg., while the 
patient with transient hypoglycemia may have a 
reading around 75 mg. 

Dr. A. O. Whipple (Surgery, 1944) said that 
he would never operate unless (1) attacks come 
only when the patient is fasting, (2) during an 
attack or after a long fast the blood sugar drops 
below 50 mg., and (3) if every attack clears up 
quickly on the taking of glucose. By insisting on 
these criteria, Whipple found a tumor in 80 per 
cent of the patients he operated on. In some of 
the others, there may have been a tumor which 
could be identified only with a microscope. 


Cancerous Cervical Nodes 


A strupy of 146 patients with palpable cervical 
lymph nodes thought to contain metastases from 
a squamous-cell cancer of the head, the neck, or 
the mouth was recently reported by C. L. Martin 
(Radiology, July, 1950). He treated these patients 
with a combination of interstitial radium and ex- 
ternal roentgen rays. Under this treatment, in 70 
per cent of the cases the nodes regressed in size so 
that they were no longer palpable. Martin thought 
that his results were about as good as those obtained 
by block dissection. 


The Wounded and Morphine 


Attuoucu the article by H. K. Beecher (J.A.M.A., 
Jan. 27, 1951) was prepared mainly for the medi- 
cal ofhcer at the battle front, it is so full of prac- 
tical wisdom that every general practitioner should 
read it several times. 

Beecher’s advice on the use of morphine is par- 
ticularly valuable. He thinks that the approximate, 
maximum analgesic effect can be obtained with 1/6 
of a grain. Larger doses can bring unpleasant side 
effects, and they can lessen the ability of the body 
to react well and meet adverse situations. Appre- 
hension and fear can be lessened by the giving of a 
barbiturate. 

Morphine should not be used as a sedative for 
patients who are in either a manic or a depressed 
state. It should never be used to promote sleep or 
to relieve a sick headache. It should not be used 
before induction of anesthesia in the case of a badly 
injured person. Often such a person does not need 
it because he no longer can feel pain. Morphine 
need seldom be used in cases of shock. Men in 
shock suffer more from thirst than from pain. Mor- 
phine should never be given when there is anoxia, 


or trouble with the respiratory center, or when there 
are chest wounds, pulmonary edema, or air, pus, or 
blood in the thorax. 

Morphine is contraindicated in cases of hypo- 
thyroidism. Because the drug is destroyed by the 
liver, it should not be given freely to persons with 
cirrhosis. 


Hypertension and Dibenamine 


Ir was interesting to hear a while ago that a re- 
markable drug, dibenamine, which -performs almost 
a temporary sympathectomy, had been discovered. 
It was hoped that the substance would help in cases 
of hypertension. Actually, it does lower hyperten- 
sion, but R. E. Wunsch and colleagues report 
(Ann. Int. Med., Sept., 1950), that the substance 
is so powerful that it regularly produces toxic re- 
actions. Sometimes it produces so prolonged a state 
of orthostatic hypotension that the patient is miser- 
able. Some persons given dibenamine have collapsed. 


Late Results of Neonatal Asphyxia 


W. A. B. Campsect and others recorded their at- 
tempts to determine whether children who at birth 
suffered from severe asphyxia later showed mental 
injury (Arch. Dis. Childhood, Dec., 1950). They 
examined 89 such children who had been born dur- 
ing the years from 1938 to 1941. They compared 
the mental and physical statuses of these children 
with those of a group of 178 unselected children. 

No significant abnormalities were found in the 
children who had had a hard time to start breath- 
ing. They were normal in height, weight, and ap- 
pearance, and their intelligence quotients averaged 
the same as did those of the control group of 
children. This is most reassuring, especially after 
reading the paper of Fletcher and Rogers (J.A.M.A., 
Feb. 24, 1951). 


Histoplasmosis in Children 


Aan Rartery reported that organisms which were 
almost certainly Histoplasma capsulatum were 
found, in over 10 per cent of appendices surgically 
removed from children who, for some time had 
been suffering from a puzzling chronic illness 
(J.A.M.A., Jan. 17, 1951). 

Hobart Reimann stated in the discussion that in- 
festation with this parasite seems often to be super- 
imposed in cases of Hodgkin’s disease, carcinoma, 
or leukemia. 
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Iuformation Please 


A Quart of Water a Day? 


Q. Is it true that everyone ought to drink an extra quart or 
two or three of water, or eight glasses a day? If so, where can 
| find the references to scientific articles forming the basis for 
this fad of the last twenty years? As one interested in the his- 
tory of medicine, | would like to run the thing down. | have 
tried many times and failed. 


A. We know a physiologist much interested in 
the history of medicine who, for thirty years or 
more, has been trying to do just this. He has been 
trying to run down the origin of the “fad” of ex- 
cessive water drinking, and he has never been able 
to learn who started it. One day he became hopeful 
when in a medical magazine of scientific standing 
he found an editorial advocating the excessive drink- 
ing of water. On writing to the journal, he got back 
an apologetic note from the editor to the effect that 
he did not believe in excessive water drinking and 
he didn’t know who had started the fad. The edi- 
torial had been stuck in by his lay assistant while 
he was out of town! 

Dr. Walter B. Cannon, one of the greatest of 
physiologists, said that the Good Lord had given us 
all a thirst to tell us exactly how much water our 
bodies need. If we take more than that all we do is 
to throw an extra burden on the heart and kidneys. 

It is curious that some persons do not drink water, 
even in summer. Like some desert animals, these 
human beings get all the water they need out of 
vegetables, fruits, a little milk, coffee, and perhaps 
some of their metabolic processes. 

Occasionally, a person will be seen whose un- 
controllable diarrhea is due to the drinking of an 
excessive amount of water. Some heavy beer drink- 
ers also get diarrhea because of the excessive intake 
of fluid. Some persons get insomnia because they 
have to wake several times in the night to void the 
excessive amount of water which they took in dur- 
ing the day. 

Incidentally, it is well known that much of the 
intravenous injection of several liters of fluid into 
every person who has been operated on is unnec- 
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essary, uncalled for, and sometimes injurious. Some 
able physicians and surgeons even go so far as to 
say that they suspect that each year quite a few per- 
sons in hospitals are drowned. They drown in the 
excessive amount of fluid that is put into their veins. 
Many a patient has the drip started in spite of the 
fact that he was not dehydrated when he came in, 
and he did not lose much blood during the opera- 
tion. 

Today, physicians are just beginning to realize 
that many sick persons or postoperative patients are 
not dehydrated and therefore do not need extra 
water. Other persons are dehydrated and also lack 
sodium, and therefore must be given a solution of 
sodium chloride, others lack potassium, or have too 
much of this element. The intravenous injection of 
liters of water should not be a routine. 


Early Signs of Brain Tumor 


Q. | have a patient with occasional, severe headaches which 
sometimes cause him to vomit. It does not seem te be migraine. 
He also has had slight character changes, or so his wife thinks. 
Is he likely to have a brain tumor? What are the common 
signs of brain tumor? 


A. Yes, a patient with character changes, head- 
aches, and sudden vomiting unassociated with nau- 
sea might well be coming down with a brain fuimor. 
It would be well for him to have a neurologic ex- 
amination and the backgrounds of his eyes should 
be looked into. Symptoms to be watched for are fail- 
ing of vision, diplopia, ptosis of the eyelids, or an 
occasional fainting spell or convulsion. Sometimes 
an x-ray study of the skull shows hypertrophic areas 
in the inner table which suggests that there may be 
an under-lying tumor. Sometimes, also, one can 
see that the calcified pineal body is pushed to one 
side, or that there is something wrong with the 
sella. A deafness without explanation might make 
one suspect involvment of the eighth nerve; food 
going down the wrong way makes one think of a 
tumor of the bulb. This may be associated, also, 
with very sticky mucus in the throat. 
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Probably an  electroencephalogram should be 
made. This may show localized abnormalities in 
the brain waves. We remember a minister who 
was brought in by his head deacon simply because 
he was coming late to church and was making mis- 
takes in the ritual. The deacon had an intuitive 
feeling that something was seriously amiss, and he 
was right; the minister was getting a brain tumor. 
Today we do not wait until the patient has all the 
more classical symptoms of brain tumor. The lesion 
should be diagnosed earlier than that. 


Blood Sedimentation Rate 


Q. How important is the blood sedimentation rate, and should 
a general practitioner use this test frequently? 


A. Yes, it is a wonderfully useful test because, 
often, it quickly separates the patients who have 
serious organic disease from those who have func- 
tional and nervous disorders. This separation is im- 
portant to the busy physician, and especially to 
the physician whose patients can’t afford to go 
through a complete overhauling in some big city 
center. 

For instance, let us say that a farmer comes in 
with diarrhea; the question then is, is it due to 
worry over his poor crop, or is it due to a beginning 
chronic ulcerative colitis, or a terminal ileitis. In a 
few minutes, the doctor or his nurse can take some 
blood, and put it in a long tube with an anticoag- 
ulant (the Westergren method). An hour later, if 
the red cells have dropped down only 3 or 4 mm., 
the doctor will know that the man probably has a 
functional type of diarrhea; whereas, if the cells 
have dropped down 60 mm., the doctor will know 
that he almost certainly is dealing with something 
organically wrong with the bowel. 

Similarly, an older man might come in who is 
not feeling well, and has lost a few pounds in 
weight. The question will be, has he been over- 
working, or has he some cerebral arteriosclerosis, or 
is his blood pressure bothering him a bit, or has he 
a cancer? Again, if the sedimentation rate is low, he 
is probably not in serious danger, but if he has a 
blood sedimentation rate over 100 mm. in an hour, 
the chances are great that he has a cancer. 

Suppose, also, that a person consults his doctor 
because he has some arthritic pain. Is it due to a 
harmless fibrositis, or is there a beginning rheuma- 
toid arthritis which is going to cripple and deform? 
This is the big question in the patient's mind. Again, 
a blood sedimentation rate under 10 mm. in an 


hour means, usually, a fibrositis. A rate of 55 mm. 
or more in an hour usually means a rheumatoid 
arthritis. 

Or, let us say that one night, a man has severe 
pain in his chest. Next day the electrocardiograms 
are not clear-cut. Has he suffered an attack of cor- 
onary occlusion? Take his blood sedimentation rate 
ten days later, and if it is high, he probably had 
an occlusion; if it is very low, he probably did not. 

A high sedimentation rate is supposed to be due 
to an increased amount of plasma fibrinogen or 
serum globulin in the blood. It often seems to be 
due to the presence of dead tissue somewhere in 
the body, or to inflammation of some type. For in- 
stance, a big healthy woman was found to have a 
blood sedimentation rate of 50 mm. in an hour 
(Westergren). A week later, it was 85 mm. in an 
hour. The doctor was much concerned and wor- 
ried. But soon, she began to cough a bit, and roent- 
genograms then showed a tiny area of pneumonia 
in the left lung. 

A man of fifty consulted his doctor reluctantly, 
saying that he didn’t want to come but his wife 
made him because, in the preceding year, he had 
lost 20 pounds in weight. He had no pain any- 
where, and nothing to point to any disease. Because 
his blood sedimentation rate was 110 mm. in an 
hour, his body was studied from head to foot, and 
eventually, a carcinoma of low malignancy was 
found in the upper pole of the left kidney. It had 
outrun its circulation, and hence had turned into a 
chronic abscess. When this was removed, the man 
was well. 

Another use for the blood sedimentation rate is 
in watching for the return of a cancer, after a breast 
or some other organ has been removed. If, after the 
operation, the sedimentation rate goes up, the prog- 
nosis is poor. If it goes down to 2 or 3 mm. in an 
hour, the prognosis is usually excellent. The finding 
of low sedimentation rate can often give a patient 
great comfort. 

The blood sedimentation rate is particularly use- 
ful because the test is so easily performed in the 
office. 


Toxic Effects of Antihistaminics 
Q. What are the commoner symptoms due to the toxfe effects 


of the antihistaminic drugs? 


A. In an interesting paper by J. B. Wyngaarden 
and M. H. Seevers, in the J.A.M.A. for February 
3, 1951, these symptoms are grouped into: (1) 
nervous; (2) gastrointestinal; (3) cardiovascular; 
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(4) respiratory; (5) genitourinary; (6) cutaneous 
and mucosal, and (7) hematological. The com- 
moner reactions are drowsiness, sleepiness, dizziness, 
headache, insomnia, nervousness, nausea, vomiting, 
constipation, diarrhea, and dryness of the mouth. 
Some of the drugs produce more symptoms of one 
type than of another. For instance, Benadryl com- 
monly causes symptoms that arise in the central 
nervous system, while Pyribenzamine causes chiefly 
gastrointestinal disturbances, etc. 

Under symptoms rising in the central nervous 
system, one finds overstimulation, insomnia, nerv- 
ousness, tachycardia, muscular twitchings, tremor, 
and eventually, convulsions. There may also be de- 
pression with drowsiness, weakness, ataxia, delirium, 
and even coma. Under the neuropsychiatric troubles 
there may be nightmares, impaired judgment, de- 
lusions, hallucinations, depression, reduced mental 
efficiency, mental confusion, and finally toxic 
psychosis. 

There may be dizziness, headache, syncope, fever, 
or there may be toxic neuritis, paresthesias, and 
paralyses. In the ears there may be tinnitus and ver- 
tigo, and in the eyes there may be blurring of vision. 

Among the gastrointestinal symptoms are ano- 
rexia, nausea, vomiting, heartburn, cardiospasm, di- 
arrhea, and constipation. Under cardiovascular 
symptoms, there are lowered blood pressure, faint- 
ing, shocklike states, palpitation, tachycardia, and 
hypertension. There may be asthma, an irritable 
bladder with spasm, or there may be an upper 
nephron nephrosis. There may be a dry mouth, 
dermatitis and urticaria, neutropenia, agranulocy- 
tosis, and hemolytic anemia. 

Curiously, some persons seem largely immune to 
the drugs. For instance, one patient ingested 400 
mgm. of Chlor-Trimeton with no serious effects. 


Diabetic and Insulin Coma 


Q. When called to see a diabetic who is unconscious, how does 
one tell the difference between diabetic coma and insulin coma? 

A. The person in diabetic coma is likely to have 
a dry, flushed skin, soft eyeballs, and a red tongue, 
and the odor of acetone on the breath. There may 
be air hunger or an irregular Kussmaul type of 
breathing. If anybody is with the patient to give a 
history, the story will be that the coma developed 
slowly over the course of some hours. The person 
with a ketosis so severe that he goes into coma, is 
ill for awhile before he or she falls asleep. 

The patient in insulin shock may be seen any- 
where—in the home, office, store, or street because 
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an attack can develop fairly rapidly. The skin is 
usually moist and pale, the eyeballs are not soft, 
and there is no air hunger. The patient may have 
some twitching or some convulsive movements. A 
positive Babinski test may be elicited. 

If some urine can be obtained from the person, 
one can quickly make the diagnosis, because with 
a diabetic coma there will probably be glucose and 
acetone in the urine, while in the case of an in- 
sulin coma the urine will be free of sugar, and 
probably also of acetone. 


Acid Phosphatase Test 


Q. How trustworthy is the acid phosphatase test in the diagnosis 
of cancer of the prostate gland? 


A. The gland cells of prostate cancer are able to 
produce the enzyme of acid phosphatase, but sig- 
nificant increases in the amount of the enzyme in 
the blood serum are found only when the tumor 
has spread into the lymph nodes or into the bone 
marrow. For this reason, and perhaps others, there 
are some cases of prostatic cancer with metastasis 
in which the blood level of acid phosphatase re- 
mains normal. There are cases, also, in which, with 
no roentgenologic evidence of metastasis to the 
bones, the titer is elevated. 


Loss of Hair 


Q. A man of 45 who, awhile ago, lost all his property, has now 
lost all the hair on his head, together with the hair of his body. 
What is known about this disease. Is there anything that can 
be done? 


A. Usually there is nothing that can be done. 
There is a good article on the subject in the British 
Medical Journal for December 2, 1950. There I. 
Anderson reported having studied 114 patients, 
some with transient alopecia areata, and 24 with 
complete and universal alopecia. Apparently the 
disease can occur at any time of life after childhood. 
In 28 per cent of the cases there was a history of 
previous loss of hair. A positive family history was 
present in 19 per cent. Vitiligo was present in 4 
per cent. Changes in the nails were found in many 
cases. 

The commonest immediate cause appeared to be 
a mental shock or some acute anxiety. A history of 
this sort of thing was obtained in 27 cases. Another 
26 patients told of mental disturbances with some 
nervousness. Usually there was no history of shock 
shortly before the hair fell out, but since it usually 
takes three months for a dead hair to be extruded 
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from the follicle, the patient should be asked about 
shocks which occurred three months before. 

Anderson had no idea as to the cause of the ab- 
normality but suggested a disease of adaptation or 
possibly a virus. He believed that most patients 
with minor forms recover. Those persons who 
quickly lose all their hair including eyebrows and 
eyelashes generally fail to get well. The patients 
who lose all the hair on the head without losing it 
on the body may recover after a year or more. 


High Voltage X-Ray Machines 


Q. How much better are the results being obtained now in the 
treatment of cancer, with the huge, new, very high voltage 
x-ray machines? 


A. According to Drs. Roger A. Harvey, Lewis 
L. Hass, and John S. Laughlin of the University of 
Illinois College of Medicine (Science News Letter, 
Dec. 23, 1950), encouraging results are being 
obtained in the treatment of thirty-three cancer 
patients with a 24-million-volt betatron. The rays 
from such a powerful machine go right through the 
patient and out the other side, and curiously, they 
make more change in the skin at the port of em- 
ergence than at the place of entrance. 

Fortunately, there has been only mild radiation 
sickness and no bad changes in the blood. Natur- 
ally, as yet no figures on five-year survivals are 
available. 


X-Ray Treatment for Spinal Arthritis 


Q. | have a patient with a severe painful arthritis of the spine, 
probably of a rheumatoid type. Is there any possibility that 
x-ray treatment would help? 


A. Yes, roentgenotherapy has been employed in 
this type of disease with hopeful results. It is 
usually best to give the treatment in divided doses, 
so as to cut down on the amount of shock. The 
treatment can be repeated in six weeks or more. 
Several men have reported good results. It tends to 
relieve pain and muscle spasm. 

It is questionable if the treatment greatly modi- 
fies the course of the disease. Better results are ob- 
tained if the treatments are started early in the dis- 
ease. It doesn’t do much good in the later stages 
when, with the coming of ankylosis, pain and 
muscle spasm have quieted down. 


Subtotal Gastric Resection 


Q. Two years ago a patient of mine had a subtotal gastric re- 
section for carcinoma of the lower end of the stomach. After 
that he was fine until last week, when he vomited much red 
blood. He has no pain or indigestion. X-ray examination of the 
stomach shows nothing definite. A surgeon wants to explore the 
abdomen. Would this be wise? 


A. Probably yes. Hematemesis in such a case 
should make one think first and foremost of a local 
recurrence, and if there is a local recurrence, the 
man’s life can be saved only by a prompt operation. 
To wait until a tumor is easily visible would prob- 
ably be to seal the man’s fate. 

If the man should have a small benign ulcer in 
the stomach, surgery would be good treatment for 
that. He can hardly have a jejunal ulcer because 
such ulcers do not form after resections for cancer. 

It might be well to gastroscope the man. An ulcer 
or a cancer might then be seen. A high blood sedi- 
mentation rate and a decided dye retention with 
the liver function test would suggest hopeless 
metastasis. 


Dangers of Stilbestrol 
Q. Women past 50 years of age keep coming in to say that 
stilbestrol has worked well for them in relieving flushes, but that 


one or more persons, perhaps all of them physicians, had 
warned them not to take the drug because of the “great dan- 


ger’ of development of a carcinoma. How great is this danger 
and on what is the idea based? 


A.. The danger appears to be very small. Several 
years ago the objection to the use of estrogens, and 
particularly stilbestrol, appeared to arise because of 
some experiments on small animals such as mice— 
experiments which indicated that the giving of 
large doses would lead to the development of car- 
cinomas. The great objection to this work was that 
enormous doses were given, and were given over 
most of the period of the mouse’s short life. Because 
of this, one could hardly transfer the conclusions 
derived from the experiments to the situation as it 
is found in the cases of women who are being given, 
perhaps, 0.5 mg. a day for only a year or two of 
their long life. 

Thousands of women have been taking stilbestrol 
and other estrogens, and so far no good evidence 
has appeared to prove that they are getting cancer 
more frequently than are other women. 
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Business and 7 


MEDICAL PREPAYMENT PLANS 


AND THE GENERAL PRACTITIONER 


BY J. S DeTAR, M.D. 


Tue purpose of the Blue Shield plans—as well as 
the medical society sponsored prepayment medical 
service plans—is to provide to all families the oppor- 
tunity to purchase a low-cost protection against the 
cost hazards of serious illness and injury. The ex- 
tent to which this ideal is being realized varies 
according to the age, reserves, and experience of 
the individual plans. 

The education of physicians on the purpose and 
functioning of prepayment plans is a continuing 
process, both because new physicians are always 
entering practice and because socio-economic factors 
are constantly changing. The greatest effort, how- 
ever, should be made to create a better understand- 
ing of the program by general practitioners. The 
general practitioner represents the largest classifica- 
tion of physicians with whom Blue Shield does 
business, since they provide 80 per cent of the 
medical care in this country. Blue Shield recognizes, 
therefore, the importance of securing the general 
practitioner's co-operation and understanding of its 
aims, ideals, and problems. 


The Liaison Committee 


The American Academy of General Practice 
Committee on Liaison with Blue Shield Plans was 
appointed for two purposes: to impart to Blue 
Shield Plans the attitude of the general practitioner, 
and to impart to the Academy the attitude of Blue 
Shield Plans. At the meeting of this committee dur- 
ing the San Francisco Assembly, certain recom- 
mendations regarding Blue Shield were made to 
the Academy's Congress of Delegates. They are 
important because they bespeak to some extent the 
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The author, who practices medicine at Milan, 
Michigan, was elected Speaker of the Congress 
of Delegates of the Academy in San Francisco. 


attitudes of general practitioners across the Nation 
in regard to Blue Shield. 

Rural Practice. The problem of increasing enroll- 
ment in Blue Shield and Blue Cross in distinctly 
rural areas far removed from hospital facilities is 
definitely contingent on the type and extent of 
benefits provided in those areas—both in and out of 
the hospital. The general practitioner who is 25 to 
30 miles away from a hospital often equips his 
office with x-ray and fluoroscope, rooms for obstet- 
rical delivery, and operating rooms for all but major 
surgery. 

One general practitioner from Kentucky points 
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out that he sends fewer than 100 patients annually 
to the nearest hospital 26 miles away, and has his 
office better equipped with x-ray and fluoroscope 
than the hospital. He cites a case in which a large 
piece of glass was removed from the deltoid muscle, 
for which he was paid $10 by the insurance plan, 
with no payment for use of office, for equipment 
used, for sterile drapes, for sutures, for anesthetic 
or fluoroscope, while allowance for this same service 
in the hospital, including operating room costs, 
would have been $35. He points out that failure of 
Blue Shield to rectify this inequality of coverage, 
and failure of Blue Cross to pay operating room 
costs in physicians’ offices is resulting in curtailment 
of enrollment in that particular rural area, as well 
as in a feeling among the general practitioners of 
that area that they are being excluded from full 
participation in Blue Shield. 

I am perfectly cognizant of the dangers involved 
in extension of Blue Shield and Blue Cross benefits 
to cover office procedures—the problem of overutil- 
ization—but I am anxious that we at least should 
recognize that there is a problem, and that we make 
studies of that problem in an effort to solve it. 

Minor Procedures. One general practitioner 
points out that increased cost results to Blue Shield 
and Blue Cross from the policy of requiring 24 
hours hospitalization as a requisite for payment of 
benefits. He states that countless Colles’ fractures, 
sebaceous cysts, minor lacerations, etc., are hospital- 
ized in order to qualify. One could add GI x-ray 
studies, diagnostic laboratory studies, and many 
other items to this list. The net result is undoubt- 
edly increased cost to both Blue Shield and Blue 
Cross, with resultant increase in rates to subscribers, 
rather than the elimination of the procedures and 
their costs. 

The question as to whether our Blue Shield and 
Blue Cross plans are able to increase the number 
of office procedures covered in our contracts is one 
to which our boards and actuaries must give con- 
stant attention. The question as to whether Blue 
Shield should request the Blue Cross hospitalization 
plan to pay for office costs for specific procedures 
such as minor operations and obstetric deliveries 
is also very important. In states where Blue Shield 
and Blue Cross are sold in a common package, it 
is certainly possible that extension of benefits for 
office procedures might reduce the total cost of the 
package, providing overutilization can be controlled. 

The Referring Physician. It is diffcult for some 
general practitioners to understand why, in a given 
case of appendicitis, the general practitioner should 


examine the patient, do a blood count, arrange for 
hospitalization, and receive from Blue Shield no 
compensation whatever for his services, while the 
surgeon receives $100 for operating the case. In 
practically all cases surgeons require one or more 
assistants. In many sections of the country it is 
common practice for the referring physician to 
assist the surgeon. The great majority of Blue Shield 
plans, however, make no allowance for the assistant, 
as in Louisiana, Michigan, Utah, and Virginia; 
while other plans, such as New Hampshire, Ver- 
mont, Massachusetts, Maryland, and Minnesota, do 
specify assistants’ fees. The basic issue is of course 
the question of how much service each plan is able 
to cover without carrying the cost to the point at 


which the policy will be priced out of the market. 


Actions of the Academy 


At the beginning of this discussion, I referred to 
the actions of the Congress of Delegates, at the San 
Francisco meeting last March concerning the Blue 
Shield-Blue Cross programs. Since these delegates 
came from every state in the union, their actions 
may well be considered as a cross-section of the 
attitudes of general practitioners across the nation. 

1. Special Fee Schedules. The delegates disap- 
proved of a proposal for different fee schedules for 
general practitioners and specialists. This may be 
interpreted as meaning that general practitioners 
feel that compensation should be equal for all physi- 
cians performing a service for which their training 
qualifies them. 

2. Approval of Fee Schedules by Physicians. The 
delegates disapproved of a resolution requesting 
Blue Shield Plans to secure approval of two-thirds 
of all participating physicians on fee schedules be- 
fore adoption. I believe this proposal was disap- 
proved because it is a common practice to submit 
fee schedules to participating physicians before 
adoption by Blue Shield, setting schedules in 
accordance with majority practice. 

The fact that this resolution was offered, how- 
ever, is evidence that at least in some sections of 
the country, there is dissatisfaction with the method 
of fee-setting. In Michigan recently, every general 
practitioner and every specialist was given an oppor- 
tunity to submit his own list of average charges for 
each and every procedure on the fee schedule, prior 
to adoption of a schedule for a new policy. Cer- 
tainly this is sound procedure if Blue Shield Plans 
are to have the understanding and co-operation of 
the profession across the board. 
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3. Endorsement of Blue Shield Plans. The dele- 
gates disapproved of a resolution giving unequivocal 
endorsement to “Blue Shield Plans as the doctors’ 
own plans.” This should not be construed as a 
refusal to endorse Blue Shield. The word “un- 
equivocal” prevented passage of this proposal; one 
is forced to conclude that plans other than Blue 
Shield rate a high priority in some sections of the 
country, even with members of our own profession. 

Obviously, Blue Shield Plans need to maintain 
a constant campaign of education of the physician. 
Only in that way can he be made to realize that 
his Blue Shield Plan was organized by physicians, 
is maintained and guided by physicians, and that 
his plan’s board of directors consists largely of phy- 
sicians elected by himself and his colleagues. 

Mispractices and Overutilization. The delegates 
took cognizance of the evils inherent in our insur- 
ance plans. One resolution considered the rising 
costs of Blue Shield and Blue Cross insurance, and 
of the part played in that rise by blanket laboratory 
orders, by extra days of hospitalization, by con- 
valescent hospitalization, and by hospitalization for 
diagnostic procedures not intended to be covered 
by the contract. 

This resolution pointed out that the participating 
physician is the one person who is able to control 
these mispractices, and asked that the American 
Medical Association and the constituent State 
Medical Societies, as well as the American Acad- 
emy of General Practice, utilize all channels of 
communication to impress the members of the pro- 
fession with their individual responsibility. 

However, the resolution was voted down. Why? 

There is no unanimity of sentiment throughout 
the country on the responsibility of the participating 
physician to protect his own plan and pocketbooks 
of his own patients. To me, the failure of this 
resolution to receive support by the American Acad- 
emy of General Practice points again to the ne- 


GP July, 1951 


cessity of a continuing educational process for the 
participating physician, conducted by each Blue 
Shield Plan in accordance with the needs of the 
time and place. The answer probably lies in the 
fact that physician co-operation and understanding 
constitute the greatest single problem with which 


Blue Shield is faced today. 


Summary 


In summary, I should like to emphasize that 
general practitioners constitute the largest classifica- 
tion of participating physicians on Blue Shield 
lists; that general practitioners in strictly metropoli- 
tan areas where they are not accorded full hospital 
privileges, and in strictly rural areas far removed 
from hospitals, have the greatest number of com- 
plaints about the failure to include provision for 
services which these physicians feel they are quali- 
fed to render Blue Shield and Blue Cross sub- 
scribers. 

I believe that each plan would render a great 
service to its subscribers by a study of all possible 
liberations of benefits within sound actuarial policy, 
such study to include home calls, ofice procedures, 
diagnostic x-ray and laboratory procedures which 
can be performed in the physician’s office or out- 
patient department of the hospital. 

And I believe that above all, the most important 
single task for each Blue Shield Plan is the job of 
educating the participating physician through per- 
sonal contact by field representatives and through 
the utilization of every medium of communication 
including state and county medical journals, to the 
end that all physicians, including general practi- 
tioners, be brought to the realization that Blue 
Shield is the physician’s plan, that they should 
support it and protect it, because Blue Shield rep- 
resents the physicians’ answer to the threat of fed- 
eral control of medical service. 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED cITIzENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let's do something 
about it! The Hoover Commission found, for example, that: 

Federal taxes have gone up 5,849 per cent in the last thirty-seven years. 
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ETHICAL STATUS OF NEW YORK’S HEALTH 


BY GEORGE I. SWETLOW, M.D. 
Member of the New York Bar 


INSURANCE PLAN 


In this section for March there appeared an article by Mr. George R. Burns, a professional 
writer, about the Family Health Maintenance Demonstration at Montefiore Hospital, New York. 
In it the author mentioned HIP, a group practice prepayment plan that has failed, after four 
years of operation to secure the approval of the Medical Society of the State of New York or its 
component county societies. Obviously, GP did not mean to imply endorsement of HIP in pub- 
lishing an article about FHMD in which HIP was incidentally mentioned. The following ar- 
ticle by Dr. George 1. Swetlow, a member of the New York Bar, is reprinted from the Bulletin 
of the Physicians Guild of Kings County (N. Y.). It presents a cogent discussion of the ethical 
status of HIP and the possibility of disciplinary action by organized medicine against physicians 


participating in the plan.—Ep. 


Tuts paper has been prepared for the readers of 
the Guild Bulletin at the request of the Guild 
Board of Governors. In consenting to this under- 
taking, the writer is under no circumstances pre- 
senting “a case as an advocate”; rather the objective 
is to examine facts and present thoughts of prob- 
able legal significance so that they may be of guid- 
ing assistance in the tumultuous debate now raging. 
The opinions rendered are based upon a study of 
the Principles of Professional Conduct as formu- 
lated by the Medical Society of the State of New 
York and the statutory and case law of the State of 
New York. The conclusions arrived at seek to an- 
swer the following questions: does HIP in its or- 
dinary course of doing business seek subscribers 
through systematized plans and projects of solicita- 
tion?; if they do, are the physicians who are under 
contract to serve such subscribers, participants in 
such systematized plans and projects of solicitation 
and thus derive directly or indirectly economic and 
professional advantages?; if they are, are such par- 
ticipating physicians doing so in violation of the 
Principles of Professional Conduct as they are now 
formulated and thus subject to disciplinary meas- 
ures on the part of their County Medical Societies?; 
will the courts sustain the County Medical Socie- 
ties were they to impose disciplinary measures upon 
those whom they find in violation of the “Prin- 
ciples.” 

This discussion will in no way concern itself 
with the merits of HIP, its methods, and tech- 
niques, as such. However, the question as to 
whether those objectives and methods tend to pro- 
voke direct or indirect avoidances of the Principles 
of Professional Conduct in members of the County 


Medical Society are of course a proper concern to 
all members of organized medicine. 

Before delving into the several phases of the 
problems before us, some general remarks of an in- 
troductory nature appear in order. Ever since HIP 
emerged as a going business in 1947, the member- 
ship in the several County Medical Societies have 
been continuously and ever increasingly been en- 
gaged in an internecine struggle centering around 
HIP. The conflict, at the present time, has reached 
such proportions that the very being of the County 
Medical Societies is threatened. Although the 
charges and counter charges are voiced in abstract 
ethical colorings, the inescapable fact remains that 
when these rationalizations are stripped to their 
basic formulations, we find that the generated heat 
has its source in vital economic considerations and 
problems of unfair competition. Thus, the oppo- 
nents of HIP charge, and the proponents deny: that 
physicians, who are under contract with HIP, par- 
ticipate directly and/or indirectly in the advertis- 
ing plans and projects of HIP; that such physi- 
cians directly and/or indirectly benefit economi- 
cally and professionally from such activities; that 
the direct and/or indirect acceptance of such eco- 
nomic advantages is a violation and an evasion of 
the “Principles.” 

Is there substance to the averments and denials? 
The opponents of HIP, in specific, charge evasions 
of the following sections of the principles of Pro- 
fessional Conduct (amended, 1950) CChapter I, 
Section 4): 


Solicitation of patients, directly or indirectly, by a 


physician, by groups of physicians, or by institutions or 
organizations is unethical. Among unethical practices 
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are included the not always obvious devices of furnish- 
ing or inspiring newspaper or magazine comments; 


and (Chapter I, Section 5): 


The most worthy and effective advertisement possible 
even for a young physician, especially among his 
brother physicians, is the establishment of a well-merited 
reputation for professional ability and fidelity. This 
can not be forced but must be the outcome of character 
and conduct. 


POINT |. Does HIP in its ordinary course of doing business 
seek subscribers through systematized plans and projects of 
solicitation? 


It goes without saying that HIP functioning as 
a corporate entity under the laws of New York 
State is entirely within its rights to secure subscrib- 
ers through the various legitimate avenues of solici- 
tations. However, the participation of the group 
physicians is another matter. For purposes of the 
paper’s completeness, the following are some of the 
exhibits that establish the question in the affirma- 
tive: 

1. A booklet issued by HIP for the Board of 
Transportation Employees, 19th Ed., December, 
1950, lists the various associated medical groups 
giving the names and addresses of physicians asso- 
ciated with them. A rather disturbing line appears 
on its cover “If you do not join, destroy this direc- 
tory.” 

2. The Projector, a pamphlet published by the 
Sheepshead-Nostrand Tenant’s Counsel (January, 
1951, issue) carries a notice that Miss Helen J. 
Cobb, representing the HIP of Greater New York, 
will address them and answer questions with re- 
spect to the plan; the notice ends with the words 
“Be there.” 

3. A leaflet (throw away or for bulletin pur- 
poses?) with some twenty drawings depicts the var- 
ious services rendered by HIP. 

4. A memorandum is addressed to all members 
of the Eastern Parkway Medical Group (Memo- 
randum 6, Feb. 1, 1950). It is printed on a paper 
with no indication as to who formulated it. It reads 
as follows: 


The HIP is at present engaged in a drive for new sub- 
scribers on prospects other than City employees. Each 
physician has been asked to submit possible contacts which 
will be followed up by the enrollment division of HIP 
Central Office. In so far as possible individual groups will 
benefit to the greatest extent from the contracts credited 
to them. To further the growth of the Eastern Parkway 
Group, the cooperation of each Group member is essen- 
tial. Kindly list all possible contacts for HIP contracts 
that you believe comprise suitable potential contract groups 
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for our submission to the HIP Enrollment Division. In- 
dicate wherever possible the names of individuals in such 
organization with whom you are personally acquainted 
and who are most apt to be helpful in enlisting others. It 
is suggested that you communicate with the contacts 
named for each organization and discuss with them in a 
brief manner the advantages of HIP group medical prac- 
tice to the organization. A thoroughgoing followup will 
be given by the HIP Enrollment Division. If any points 
of information are to be stressed, kindly call Miss Walsh. 
Indicate in your listing, if known, the approximate num- 
ber of possible members living in Brooklyn that might be 
enlisted from any given organization. All this is a con- 
fidential communication. 


5. A reprint of a newspaper item appearing in 
the New York Herald Tribune, Saturday, May 21, 
1949, discusses HIP. 

6. A large colored poster entitled “Don’t Miss 
The Boat” announces the last date for enrollment 
in the HIP. 

7. A large colored poster with the seal of HIP 
announces that the deadline for enrollment at any 
of the Glenwood Houses has been extended to 
February 23, 1951. The name of the building dele- 
gate is subscribed. 


POINT II. Do physicians who are under contract with HIP 
participate in systematized plans and projects of solicitation 
and thus directly or indirectly derive economic and profes- 
sional advantages from such activities? 


Exhibit 4 in Point I speaks for itself. It seeks to 
stimulate the economic self interest of the group 
members in the enrollment drive of HIP, and prod 
them into becoming part of the enrollment cam- 
paign of HIP. 

In July, 1948, the Flatbush Medical Group, an 
affiliate of HIP, published a pamphlet, the Health 
Forum. The Council of the Medical Society of the 
State of New York found the publication unethical 
and so advised the Kings County Medical Society 
(New York State Medical Journal, November 15, 
1948, page 2518). 


POINT Ill. Are those physicians who participate in such ac- 
tivities doing so in violation of the principles of professional 
conduct and thus subject to disciplinary measures on the part 
of their county medical society? 


The Principles of Professional Conduct of the 
Medical Society of the State of New York pro- 
vides that: 


Physicians shall not make use of, nor knowingly aid or 
permit others to make use of them as subjects of any form 
or matter of advertising or publicity through lay channels, 
either alone or in connection with others, which shall be 
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of such character as to invite attention to themselves or 
to their professional position, skill, qualifications, achieve- 
ments, attainments, etc., or of such character as would or- 
dinarily result in their self-aggrandizement. (Section 31). 

The various County Societies are charged with the duty 
of carrying out these Principles and deciding the degree 
of discipline for those found guilty of unprofessional con- 
duct. All such cases should be investigated by the Boards 
of Censors of the County Societies in order to determine 
the underlying motive, habit or the intention of the ac- 
cused. These Principles of Professional Conduct shall ap- 
ply to physicians as individuals, or as members of staffs 
of hospitals, clinics, colleges, schools, foundations, com- 
panies or groups, by whatsoever name they may be known. 


(Chapter 1, Section 3). 


Some generalizations as introductory remarks 
warrant attention before the aforestated Principles 
are considered. Membership within the great body 
of organized medicine is not a matter of right; it 
is a privilege highly valued and eagerly sought. 
Amongst the many benefits inuring to membership, 
the most significant are those that flow from the 
scrupulous adherence to the rules and regulations 
formulated by the Medical Society of the State of 
New York in its Principles of Professional Con- 
duct; in es-ence, the rules attempt to regulate and 
promote a healthy professional competitive relation- 
ship between the members of the profession. At the 
very bases of the promulgated “Principles” is the 
collective intent of the medical profession that pro- 
fessional and economic advancement, as far as it 
can reasonably be affected, be predicated upon ac- 
cordant professional learning and skill; that in its 
considered view, direct and indirect solicitation by 
whomsoever engaged in, and irrespective of the mo- 
tives, hacks at the roots of the objectives sought. 
Thus when one accepts the benefits that flow from 
membership in the County Medical Society he, in 
turn, surrenders rights, which he might have pur- 
sued (where not actually prohibited by law), were 
it not for the interdiction enunciated in the Prin- 
ciples of Professional Conduct; in essence, benefits 
of membership entails renunciation. Thus, where a 
member or groups of members evade or violate the 
Principles of Professional Conduct they cannot 
complain when the Society takes steps to enforce 
conformity irrespective of the intent or motives of 
those who are in violation of the Principles. “A de- 
fendant (herein a medical society) has the right, 
in good faith, to define certain minimal professional 
requirements which it demanded of its own mem- 
bership. These requirements have a reasonable con- 
nection with improving and maintaining the con- 
ditions and standards under which the members 


practice their profession and also tend to regulate 
fair dealing among the members.” Rockmore vs. 
Fein, Supreme Court, New York County, Part V, 
August 16, 1950. 

It is clear from a reading of the “Principles,” that 
the County Medical Societies are charged with the 
duty of executing the promulgated “Principles”; 
that the County Medical Societies are under a duty 
to curb violations and evasions of the “Principles”; 
that to accomplish these ends it may give warnings 
to desist, censure and even expel such violators 
from membership; the courts recognize such rights. 


POINT IV. If the County Medical Societies were to impose 
disciplinary measures upon those whom they find in violations 
of the principles, would such actions be upheld? 


A study of the statutory and case law reveal the 
following: 

1. New York Membership Corporation Law, 
Sec. 174 

Every County Medical Society shall have full power 
and authority to enforce discipline among its members 
and obedience to its rules and regulations and to expel or 
otherwise discipline its members as it may deem for the 
best interests of the Society. 

The membership law should be read together 
with the case of: 

2. Ewald vs. Medical Society of New York, 128 
N.Y.S. 886, 144 A.D. 82, in which the court 
stated: 


. . . A member on his admission to the society assumes 
an obligation, not only to conform to the rules and regu- 
lations of the society respecting his immediate relations to 
it, but as well to observe its standards of professional 
ethics, and that a breach of that obligation in any respect 
involves a violation of duty to the society. Certainly any 
discreditable act of a member in his professional relations 
tends to discredit the society. The plaintiff agreed upon 
becoming a member to submit to the discipline of the 
society for any act unfavorably affecting the character, 
dignity or interest of the medical profession or of the 
society ... 

Whereupon, it follows . . . that the society has the 
power to expel for unprofessional conduct . . . 


3. The case of Polin vs. Kaplan, 257 N.Y. 277, 
adds to the aforequoted statement: 


The constitution and by-laws of an . . . association ex- 
presses the terms of a contract which define the privileges 
secured and the duties assumed by those who have be- 
come members . . . in every contract of association, there 
inheres a term binding the members to loyal support of 
the society in the attainment of its proper purposes, and 
for a gross breach of this obligation, the power of expul- 
sion is implicitly conferred upon the association; . . . an 
association may expel a member . . . for such conduct as 


GP @ Volume IV, Number 1 


| 
4 


clearly violates the fundamental objectives of the Society 
and if persisted in and allowed would thwart those ob- 
jectives Cor for) some act tending to the destruction of the 
society. 


The court will not disturb the findings of the 
trial body (Board of Censors) where their deter- 
mination was made in good faith, in the absence of 
arbitrariness, and where the accused was given the 
proper legal protection, i.e., . . . notice, specification 
of charges; confrontation by the accuser, opportu- 
nity to cross-examine accusers; opportunity to be 
heard on his own behalf or by counsel of his choice. 

It appears from the material at hand that HIP 
in its ordinary course of doing business seeks sub- 
scribers through the medium of systematized plans 
and projects of advertising; that some physicians 
who are under contract to serve subscribers of HIP 
seem to directly or indirectly participate in such 
solicitations and thus all derive directly or indi- 
rectly economic advantages from such activities; 
that those physicians who are participating in such 
activities and, possibly those not directly so par- 


HOSPITAL SERVICE 


of the American Medical Association. 


for 58,585. 


services rendered. 


total nongovernmental, 419,871. 


1950 SETS ALL-TIME HIGH 


American hospital service in 1950 reached an all-time high mark, according to the 30th annual 
report of hospital data made public recently by the Council on Medical Education and Hospitals 


ticipating may be doing so in violation of the Prin- 
ciples of Professional Conduct as now formulated 
and are thus subject to disciplinary measures; that 
in all likelihood the courts will not disturb the find- 
ings and measures of discipline taken by the Coun- 
ty Medical Societies. 

Under an opinion dated September 28, 1950, 
Honorable Claude McColloch, Judge of the United 
States District Court, District of Oregon, in speak- 
ing on another matter had this to say of the many 
controversial matters confronting us today. It is in- 
deed applicable to our immediate problem. 


Constitutional Democracy is not a one way road. Those 
seeking changes, radical or otherwise, may urge them. 
Those who believe in things as they are or who seek to 
retain them in modified form may oppose radical change. 
That certainly includes vitally interested parties whose 
way of living, whose living itself, is threatened. This is 
entirely aside from consideration of public interest. 


This admonition might very well be the course 
of the arrow guiding us to a solution of the prob- 
lem at hand. 


The number of patients admitted last year totaled 17,023,513, representing one new patient 
every 1.8 seconds. In 1949, the total was 16,659,973, or one every 1.9 seconds. Nongovernmental 
hospitals accounted for 304,955 of the increase and federal, state, county, and city institutions 


Hospital births showed a slight drop, 2,815,806 in 1950 as against 2,820,791 in 1949. Both 
figures represented one live baby every 11.2 seconds. 

The report, prepared by Dr. F. H. Arestad, Chicago, associate secretary of the council, and 
Miss Mary A. McGovern, was published in the May 12 Journal of the A.M.A. It covered 6,430 
registered hospitals in the United States. Excluded were 299 hospitals which failed to supply 
data. These in 1949 had accounted for about 260,000 admissions and 1.5 per cent of the 


The 1,456,912 bed capacity of all registered hospitals (1,439,030 in 1949) was divided as 
follows: Federal, 186,793; state, 665,019; city and county, 185,229; nonprofit church-related, 
150,078; nonprofit associations, 218,788; proprietary, 51,005; total governmental, 1,037,041; 


Although the nongovernmental hospitals had only 29 per cent of the bed capacity they 
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accounted for 12,706,143 admissions, or nearly 75 per cent of the total. The admissions by 
groups were as follows: Federal, 1,127,937; state, 791,863; city and county, 2,397,570; nonprofit 
church-related, 4,944,745; nonprofit associations, 6,309,157; proprietary, 1,452,241; total govern- 
mental, 4,317,370; total nongovernmental, 12,706,143. 

The general hospitals with a bed capacity of 587,917, or 40 per cent of the total, provided 
service for the most people—15,830,170, or 93 per cent of all patients admitted. In addition, 
they accounted for 2,739,212 births, or 97 per cent of the total. The average daily census of 
these hospitals was 433,364, or nearly 35 per cent of the patient load in all hospitals.—From a 
News Release of the American Medical Association. 
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WILL YOUR BENEFICIARIES BENEFIT? 


BY JOHN Y. BEATY 


THE LAw is impersonal regarding the distribution 
of an estate. If a man dies without leaving a will, 
the courts distribute his property without regard 
to the personal desires of the deceased. 

In many states, one-third goes to the widow, 
after expenses have been paid (and there are 
many expenses when the law makes the will). 
The remaining two-thirds go in equal parts to the 
children. The widow may be appointed adminis- 
tratrix—but she must pay a fee to supply a surety 
bond. 

Then an estate must be opened for the minors 
and a guardian appointed. The widow may be ap- 
pointed guardian for her own children, but she 
must pay a premium to buy another surety bond. 

The children’s share, as a rule, must be deposited 
in the minor's estate. When any of this money is 
needed for the children, it can be withdrawn only 
by going to court and getting approval. The 
guardian must file a petition with the court, an 


attorney must be employed and paid, and various 
court charges are levied. 

It is expensive for beneficiaries if the deceased 
leaves no will. 


More than 30 per cent of all those who leave 
wills draw the will during the year prior to death. 
In other words, the making of a will is put off 
until it seems certain that death is near. Then the 
will is drawn in haste and often under the strain 
of mental or physical illness. A will thus drawn is 
in greater danger of being broken or contested. 
Even though it is contested unsuccessfully, the 
court action involves extra expense to the heirs. 

In some states, if a man dies and leaves a wife 
but no children, the wife receives all of the per- 
sonal property but only one-half of the real estate. 
The balance of the real estate is divided among 
parents, brothers, and sisters. If there is neither 
wife nor children as heirs, the whole estate is then 
divided among parents, brothers, and sisters. 

If no heirs are left, all of the estate goes to the 
county—nothing to charity. The law differs, of 
course, in different states but these conditions are 
representative of the fact that when no will is 
made, an estate is quite likely to be divided in a 
way that would not satisfy the deceased if he were 
alive. 


Tasks of a Wife as Executrix 


Some doctors and their wives have talked over 
the possibility of the wife being made executrix of 
the estate and have concluded that this would take 
care of everything. Usually, however, the wife 
doesn’t comprehend the responsibilities she would 
have to assume, and more often than not the hus- 
band does her a disfavor in naming her executrix. 
Here is a list of the things which she would be 
expected to do under the law in most states: 

1. File the will in the Probate Court. 

2. Select and retain legal counsel. (It is good 
policy to name as counsel for an estate the lawyer 
who drew the will.) 

3. Aid the attorney in presenting to the Court 
an application for letters testamentary, the oath of 
the Executor, and proof as to the legal heirs. 

4. Assemble, take possession of, and safely hold 
all personal assets. 

5. Value all assets, and keep an accurate in- 
ventory. Effect liquidation of those less desirable, 
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to provide funds for taxes, claims, legacies, and 
other cash requirements. 

6. Prepare the complicated and detailed State 
Inheritance and Federal Estate Tax Returns, and 
settle all death tax liabilities. 

7. Take charge of real estate, if the will so pro- 
vides; ascertain status of taxes and mortgages 
against the property; inspect condition of property; 

. provide for management and collection of rents. 

8. If life insurance is payable to the estate, file 
the necessary papers, collect on all policies, and 
determine what to do with the proceeds. 

9. Withdraw bank deposits; locate and assemble 
securities; arrange for collection of interest and 
dividends. 

10. Take over any business included in the 
estate, and arrange for its management, sale, liqui- 
dation, or distribution. 

11. Review and analyze securities to determine 
whether they should be retained or sold. 

12. Consider all claims against the estate. Con- 
test by litigation, if necessary, any improper claims. 

13. Collect all debts due to the estate, through 
litigation, if necessary. 

14. Maintain an itemized statement of all trans- 
actions, to be submitted to the Probate Court for 

approval. 
15. Pay legacies and deliver specific bequests as 
authorized under the will. 
. 16. Defend the will if it is contested. 
17. Submit a final accounting to the Probate 
Court. 
This makes it very clear that a trained executor 
(a trust company with many specialists all of whom 
make it a business to handle certain parts of estate 
work) is highly important if the widow is to be re- 
lieved of trying details and extra expense. The way 
to avoid the anxiety and the possible errors which 
might be made by an inexperienced person is to 
name a trust company or the trust department of a 
bank as trustee in the will. When a trust is arranged 
by a will, it is known as a testamentary trust. 


Is Joint Tenancy Advisable? 


Some have attempted to avoid heavy state taxes 
by establishing joint tenancy with the wife for all 
property. This is effective with small estates, but 
just as soon as the estate reaches a fairly substantial 

4 size Cover $50,000, for example), these tax econ- 
omies are lost. An attorney, or a trust officer, or both, 
can be relied upon, as a rule, to provide accurate 

information as to when a joint tenancy loses its ef- 


GP @ july, 1951 


fect so far as taxes are concerned. As a matter of 
fact, joint tenancy may create another problem— 
that of managing property with which the widow is 
not sufficiently familiar. 


Avoiding Unnecessary Heavy Taxes 


When a doctor designates a trust company or 
trust department as trustee, the institution’s experts 
take charge of the estate immediately following his 
death. They know of many ways to avoid heavy 
taxes. To get the benefit of the knowledge and 
experience of these experts, a testamentary trust 
may be set up in any way desired by the physician 
and changes may be made at any time before death. 
As a matter of fact, it is a good plan to review the 
will from time to time, to make any needed changes. 

Sometimes, there is an advantage in setting up 
more than one trust: for example, one for the wife 
and one for the children. 

In one case, a man left a $200,000 estate. He left 
a will but did not arrange for trust service. The 
Federal and State taxes amounted to $11,312. The 
wife, in turn, made a will leaving everything to 
her children. The estate taxes when she died were 
$31,143. This was a total of $42,455 out of an orig- 
inal $200,000 estate which was paid to the Govern- 
ment because no trust was arranged. 

Compare that with another case in which a man 
established two trusts, one for his wife, and one 
for the children. Because of the trust arrangement, 
the total taxes for the entire estate were $13,180 in- 
stead of $42,455—a saving of $29,375. Not all state 
tax laws are alike, but these are fairly typical cases. 
In any event, no matter where the widow lives, im- 
portant savings will be made by establishing a tes- 
tamentary trust, with the distribution of the estate 
provided for in every detail. 


A Trust Provides Expert Management 


A testamentary trust has the advantage of con- 
serving an estate when there is any type of busi- 
ness which requires expert management. For ex- 
ample, if a physician leaves a farm, a business build- 
ing, or other type of business, it might be difficult 
for the widow to manage these. When a trust com- 
pany, or the trust department of a bank, is ap- 
pointed trustee, expert management is supplied for 
any type of business. When this is not done, it 
usually is necessary to sell the business—often at a 
sacrifice. That is one way in which part of an estate 
may be lost if expert trusteeship is not provided. 
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How to Set Up a Trust 


Another important advantage of a testamentary 
trust is that it is very simple to arrange and re- 
quires very little time or thought on the part of 
the doctor. For example, you may have your sec- 
retary prepare a memorandum of all assets, includ- 
ing those connected with your practice. This memo- 
randum should also include a list of your nearest 
relatives with their addresses. 

A further memorandum may be made as to your 
desire for the distribution of the estate. You may 
indicate how much or what part of the estate you 
wish to be administered for the benefit of your 
wife, and how much or what part you wish to be 
administered for the benefit of children, and what 
other relatives you wish to receive a portion. If 
you desire to leave something to educational or 


religious organizations, this should be noted. 

All of this is merely in the form of a memoran- 
dum. The memorandum may be kept on your desk 
for a number of days so that additional changes may 
be made. When you feel that everything is the 
way you wish to have it, hand the memorandum to 
an attorney and tell him what bank you wish to 
serve as trustee. The attorney will draw up the 
papers and the future is provided for. 

It is as logical for you to arrange for professional 
management, conservation and disposition of your 
estate as it is for a lawyer or banker to call for your 
professional services when he is sick. 

A testamentary trust provides management for 
any business you may leave. It will provide expert 
attention to all details, avoid the payment of un- 
necessary taxes, and conserve your estate as you 
would like to have it protected. 


NAVY ESTABLISHES 24-WEEK COURSE FOR DOCTORS 


Wir 31 enrolled in the first class, the Navy has started a new 24-week indoctrination course ‘ 

for doctors coming on active duty. Eventually, it hopes to give this training to all men coming 

on duty for the first time. The bulk of newly commissioned Navy doctors currently get essen- 

tial orientation with the unit or hospital to which they are first assigned. The plan is to substitute 

the new 24-week course for this on-the-job training. ‘ 
In contrast, new Army doctors are put through a six-week course at Fort Sam Houston, Texas, 

prior to assignment to units or special duty. At the start of the Korean War, the Army cut its 

indoctrination of some doctors to as little as three days. 
Under the 24-week Navy course, about half the time is spent in special study at Naval Medi- 

cal Center, Bethesda; the rest, in field training with Marines, aboard submarines and airplanes, 

and with amphibious units. A Navy spokesman said it would be two or three years before the 

full scope of the program is determined. 


BENEFITS AND COSTS OF VOLUNTARY INSURANCE 


Tue average family subscriber to a combination Blue Shield-Blue Cross insurance plan pays 
about $6.00 a month, or twenty cents a day—about the price of a package of cigarettes, according 
to a report of a study of the data collected by the Blue Cross-Blue Shield Commissions. 

It was found that Blue Cross paid 82 per cent of the hospital charges of its subscribers. A 
similar analysis of Blue Shield medical plan payments showed that the plans, on the average, 
paid 65 per cent of their subscribers’ medical bills. Benefits under the Blue Shield plans vary 
considerably, but it is expected that there will be more uniformity in benefits as the plans gain 
experience. Blue Shield plans do not usually pay for the first few home or office calls, so a portion 
of the member subscribers uncovered medical cost is made up of those charges. 

The analysis of the data was made by Frank G. Dickenson, Ph.D., Director of the Bureau of 


Medical Economics Research, American Medical Association. 
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BY CHARLES E. 


NYBERG 


In 1950 THERE were 1,654 registered general hos- 
pitals which reported that their staff organization 
included a department of general practice. This 
information was obtained from the annual hospital 
census conducted by the Council on Medical Edu- 
cation and Hospitals of the American Medical As- 
sociation. The Council and its staff has co-operated 
with the Academy's Commission on Hospitals in 
developing plans for integrating general practi- 
tioners into medical staffs of hospitals. Dr. Donald 
G. Anderson, Secretary of the Council, and Dr. F. 
H. Arestad, Associate Secretary, have acted in an 
advisory capacity to the Commission on Hospitals 
on numerous occasions. When the matter of collect- 
ing information on general practice departments 
was discussed, they quickly agreed to include ques- 
tions on general practice in the Council’s annual 
hospital census. The following questions were in- 
cluded in the 1950 census: 


1. Does the staff organization include a depart- 
ment of general practice? 

2. It is modeled after the Manual of the Ameri- 
can Academy of General Practice? 

3. Are staff privileges in specialty divisions open 
to qualified general practitioners? 


The tabulation of replies to these questions was 
made available to the Academy through the cour- 
tesy of the Council on Medical Education and 
Hospitals. 

A total of 4,713 general hospitals was registered 
by the A.M.A. in 1950, and 1,654 hospitals (35 
per cent) answered “Yes” to question one. Of these 
1,654 hospitals, 1,075 stated that their staff organ- 
ization was modeled after the plan outlined in the 
Academy's Manual on General Practice in Hos- 
pitals. A larger number, 1,333 hospitals, indicated 
that staff privileges in specialty divisions are open 
to qualified general practitioners. 

According to this census, as shown in Table 1, 
Texas is way out in front with general practice de- 
partments in 180 hospitals, followed by Illinois, 
California, New York, and Michigan, in that order. 
On a percentage basis, Louisiana leads with 45.7 
per cent of its hospitals reporting a department of 
general practice, followed by Illinois, Michigan, 


GP @ July, 1951 


SURVEY OF GENERAL PRACTICE 


IN HOSPITALS 


Wyoming, Alabama, Texas, Mississippi, and Mis- 
souri, in that order. 

In Chart 1, the ratio of hospitals with operating 
general practice departments to all general hospitals 
is shown by regions. This ratio ranges from 25 per 
cent to over 41 per cent. There does not appear 
to be any one factor that accounts for this differ- 


Table 1. General Practice Departments by States. 
hospitals reporting 


eral practic G.P.'s have 

states hospitals number per cent plan division 
es 84 36 42.8 20 23 
53 35.8 VW 15 
a 58 18 31.0 13 16 
a 262 95 36.2 67 72 
ee 70 27 38.6 13 25 
Connecticut ..... 37 W 29.7 6 6 
a 9 3 33.3 1 3 
District of Columbia 15 3 20.0 3 1 
6a 104 40 38.5 26 34 
97 34 35.0 18 25 
ee 40 8 20.0 5 8 
222 98 44.1 72 89 
& 96 35 36.4 21 27 
0 105 40 38.1 22 33 
_ ae 99 34 34.3 22 25 
Kentucky ...... 84 27 32.1 18 24 
eee 94 43 45.7 26 32 
45 14 31.1 6 
Maryland ...... 47 10 21.3 5 7 
Massachusetts ... 138 35 25.4 25 30 
Michigon ...... 175 77 44.0 55 68 
Minnesota ..... 160 55 34.4 35 47 
Mississippi ..... 79 33 41.8 16 26 
re 103 43 417 31 37 
ere ee 49 14 28.5 7 9 
ee 98 35 35.7 19 27 
a 14 5 35.7 2 4 
New Hampshire .. 32 8 25.0 7 8 
New Jersey ..... 83 26 31.3 17 22 
New Mexico .... 32 9 28.1 6 6 
312 84 26.9 61 67 
North Carolina ... 130 46 35.4 30 31 
North Dakota .... 45 VW 24.4 7 10 
Ae ee 149 59 39.6 44 51 
Oklahoma ..... 98 40 40.8 28 30 
57 19 33.3 14 17 
Pennsylvania ... . 229 63 27.5 48 51 
Rhode Island .... 14 1 7.1 1 1 
South Carolina ... 53 21 39.6 13 18 
South Dakota .... 50 12 24.0 9 12 
Tennessee ...... 95 26 27.4 13 18 
ee 431 180 41.8 118 141 
6 26 5 19.2 2 4 
es 23 4 17.4 2 4 
90 35 38.9 25 28 
Washington ..... 98 29 29.6 16 22 
West Virginia .... 65 24 36.9 17 20 
ee 136 48 35.3 25 39 
Wyoming ...... 28 12 42.8 7 9 

Totals oo SF 1,654 35.1 1,075 1,333 
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ence in the extent to which hospitals in the various 
regional areas modified their staff organization to 
include a department of general practice. Further 
analysis of this data by type of ownership and size 
of hospital shows that there are more church hos- 
pitals with general practice departments, and that 
a larger percentage of hospitals in the 100-200-bed 
class have general practice departments. These two 
factors may account, to some extent, for the varia- 
tion by regions, but there are undoubtedly other 
factors also. 


Table 2. General Practice Departments According 
to Type of Control. 
hospitals reporting 


general practice 
departments 


G.P.’s have 


total follows _ privileges in 


type of contro! hospitals number per cent plan division 
Governmental 
268 44 16.4 20 21 
& 14 25.0 9 10 
325 93 28.6 63 78 
294 92 31.3 56 81 
City County . 56 17 30.4 15 16 
eer 999 260 26.0 163 206 
Nongovernmental 
Chart 1. Percentage of general hospitals hav- —...... 425 433 282 359 
ing operating departments of general practice. Nonprofit Assn. 1,682 584 34.7 390 482 
Subtotals .. 2,663 1,009 379 672 841 
Indiv. & Part. .. 771 265 34.4 163 193 
Corporations .. . 280 120 42.9 77 93 
Subtotals .. 1,051 385 36.6 240 286 
Total nongovt. . 3,714 1,394 37.5 912 1,127 


Totals, 
All Gen. Hosp. 4,713 1,654 35.1 1,075 1,333 


The majority of general hospitals are operated by a 
nongovernmental agencies, 2,663 by churches or 
other nonprofit associations, and 1,051 by individ- 
uals, partnerships or corporations, as against 999 
governmental. The bed capacity of the church hos- 
pitals is 65,900; of the other nonprofit associations, 
52,268; of the other nongovernmental, 14,681; 
while the bed capacity of the governmental general a 
hospitals is 34,678. a 

Chart 2 shows that the church hospitals have 
made the greatest progress toward improving the 
integration of the general practitioners into the 
staff. Over 43 per cent of the church hospitals have 
general practice departments in operation, while 
the other nonprofit association hospitals have such 
departments in only 35 per cent of their hospitals. 

The Academy's Manual on General Practice De- 
partments in Hospitals provides a guide under i. 
which any general hospital can develop its own 
plan to improve the integration of physicians in 
the community into the hospital’s organization. The 


Chart 2. Percentage of general hospitals with depart- 
ments of general practice according to type of control. 
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desired objectives of the Academy’s program are 
not just privileges for general practitioners, but 
better medical care for all the people which should 
result from greater participation by family physi- 
cians in the community hospitals. 

In 1950, the bed capacity of all general hospitals 
was 587,917 or 40 per cent of the total. These hos- 
pitals provided service for most of the people— 
15,830,170 or 93 per cent of all patients admitted. 
In addition, 97 per cent of the maternity cases were 
cared for in general hospitals. 


Table 3. General Practice Departments by Bed Capacity. 
hospitals reporting 

general A.A.G.P. specialty 


bed capacity hospitals number per cent plan division 


311 188 242 

26- 30... 1,132 418 36.9 235 317 
1,008 388 38.5 269 323 
101-200 ..... 809 336 41.5 239 288 
201-300 ..... 353 121 34.3 86 101 
Over300 .... 383 80 20.9 58 62 
Totels ..... 4,713 1,654 35.1 1,075 1,333 


It is encouraging to note, as shown in Table 3, 
the group of general hospitals accounting for more 
than one-half of the bed capacity has the highest 
ratio of departments of general practice. Approxi- 
mately 56 per cent of the beds are in the hospitals 
that have more than 25 beds, but less than 300 
beds. It is in these hospitals that the majority of 
family physicians practice. The size of these hos- 
pitals warrants departmentalization, whereas hos- 
pitals with 25 beds or less are staffed primarily by 
general practitioners, and there is no problem of 
integration. Many of the general hospitals of over 
300 beds are government hospitals, which limit 
admissions to certain government personnel. Others 
are large teaching hospitals in metropolitan areas 
where only a small number of family physicians are 
located close enough to find it desirable to hospital- 
ize their patients at such institutions. However 
many of the teaching hospitals are interested in 
securing more participation from family physicians 
and the Academy's Manual contains suggestions 
on integrating general practitioners into large 
teaching hospitals. 

In the 1947 census of hospitals, the Council also 
requested information on general practice depart- 
ments. In that year 837 hospitals, or 18 sper cent of 
the 4,539 general hospitals, reported a department 
of general practice in operation. In three years the 
number of general practice departments has 
doubled, indicating that real progress is being made 
in this field of medical hospital organization. This 
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exceptionally rapid acceptance of the Academy's 
program on the integration of general practitioners 
into hospital staff organization may be surprising 
to many people who have felt little progress was 
being made. 

Chart 3 presents graphically the number of hos- 
pitals with general practice departments according 
to bed capacity for the years 1947 and 1950. As il- 
lustrated by this chart, the greatest increase in gen- 
eral practice departments has been in the smaller 
hospitals—under 100 beds. There are, of course, 
twice as many hospitals of 100 beds or less as there 
are of hospitals with over 100 beds. However the 


Bed Capacity 


25 26-50 51-100 101-200 201-300 Over 300 


WITH GENERAL 


HOSPITALS 
PRACTICE DEPARTMENTS 


Chart 3. Number of general practice departments for 
the years 1947 and 1950 according to bed capacity. 


101-200-bed class has a higher percentage of hos- 
pitals with general practice departments than any 
other group. 


Table 4. General Hospitals—Ratio of Beds 
by Type of Control. 


operating general 

total beds practice department 

type of control number per cent number per cent 
ee 108,479 18.4 13,946 8.3 
21,465 3.7 4,302 2.6 
45,827 7.8 8,761 5.2 
GF 46,916 7.9 6,280 3.7 
City-County ....... 9,539 1.6 1,389 8 
140,106 23.9 65,900 39.3 
Nonprofit Assn. .... 179,882 30.6 52,268 31.3 
Individual & Partnership 19,324 3.3 7,340 44 
Corporation ....+++ 16,379 2.8 7,341 44 

587,917 100% 167,527 


ee 
= 
ae 
: 
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220 ; 
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Table 4 contains a breakdown of general hos- 
pitals by type of control and number of beds. Gen- 
eral hospitals operated by churches and other non- 
profit associations provide almost 55 per cent of the 
total beds. Church or other nonprofit hospitals with 
general practice departments have over 70 per cent 
of the beds in hospitals with general practice de- 
partments. 

This report shows that all types of general hos- 
pitals, regardless of size or type of ownership, have 


Congressional Dog Days Come Early 


Concress enters midsummer with a minimum of 
accomplishments behind it, as far as enactment of 
laws is concerned, but with a jam-packed docket 
of pending bills and embryonic bills in the health 
field. 

The so-called Clark Report, presented to the 
Senate in May and which is a critique of health 
insurance in this country, is expected to exert strong 
influence on legislation in the present Congress. 

National attention has been attracted to the 
Benton-Hunt bill on regulation of television, one 
of whose objectives is to facilitate programming of 
medical and surgical demonstrations in the interest 
of general practitioners whose duties preclude their 
attendance at out-of-town refresher or advanced 
training courses. 

What the outcome will be in the effort to au- 
thorize Federal financial aid toward maternity and 
infant-care expenses of servicemen’s dependents— 
reviving the EMIC program of World War II— 
is still conjectural. This is a type of government 
enterprise whose enactment could be accelerated by 
a “headline incident,” such as the case of the Korean 
veteran whose rejection for admittance to a vet- 
erans hospital recently resulted in passage of an 
enabling amendment within 48 hours. 

Still in various stages of legislative handling are 
bills dealing with Federal support of medical 
schools, strengthening of local public health units, 
allocation of funds to the states for school health 
services and numerous minor measures. 

The Senate report embracing findings and rec- 
ommendations of a study that was conducted by 
Dr. Dean A. Clark, director of Massachusetts Gen- 


eral Hospital in Boston, is substantially a mono- 


found the Academy's suggested plan of integrating 
general practitioners useful and applicable. The list 
of hospitals which reported an operating general 
practice department includes a number of teaching 
hospitals affiliated with medical schools. The names 
of the hospitals reporting general practice depart- 
ments, as well as the Manual and descriptions of 
operating general practice departments, may be ob- 
tained from the Academy’s headquarter’s office in 
Kansas City. 


graph on the insurance principle in medical and 
hospital care. While critical of a number of gaps 
and loopholes in the insurance structure, the re- 
port neither directly nor indirectly indorses com- 
pulsory, government-operated coverage. 

Among its highlights— 

In 1949, the base year, expenditures for health 
services totaled between 10 and 11 billion dollars, 
of which an estimated 90 per cent went for direct 
medical care and the remainder was divided among 
public health, research, and education. 

Seventy per cent of this total medical bill was 
settled by individual payments, insurance benefits 
accounting for only 8 per cent, or about $755 mil- 
lion. Twenty per cent came from public and tax 
funds and only 2 per cent was ascribable to private 
philanthropy. 

Approximately one-half the population is not 
covered by voluntary medical care insurance. Less 
than 3 per cent was found to hold comprehensive 
insurance providing hospital, surgical, and certain 
medical care benefits. 

“The bulk of existing »edical care insurance is 
for hospital care, surgery and in-hospital physicians’ 
services,” the report states. “It does not attempt to 
cover, forthe most part, protracted illness such as 
chronic disease, nor does it meet the medical ex- 
pense of preventive care and physicians’ care for 
short-term nonhospitalized illnesses, or for illnesses 
in their early stages. 

“This emphasis upon hospitalization, surgery and 
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in-hospital physicians’ service . . . furnishes an in- 
centive to physicians and patients alike to increase 
to an extent greater than medically necessary the 
performance of surgical procedures or the use of 
hospital-bed facilities and, therefore, the need for 
hospital construction. It also does little to encour- 
age preventive medicine, early diagnosis or treat- 
ment. 

“Measures to improve the kind and quality of 
medical services have been included in very few 
voluntary insurance plans, except those providing 
comprehensive services through medical group 
practice units. The growth of comprehensive in- 
surance has been restricted by difficulties of initial 
financing and organization, by the frequent op- 
position of organized medicine and by restrictive 
laws enacted in more than half of the states, usually 
at the instance of physicians and medical societies.” 

As general overseer of the study and the report, 
Senator Herbert H. Lehman, chairman of the 
Senate Subcommittee on Health Legislation, com- 
mended Dr. Clark’s work as “an outstanding con- 
tribution” but emphasized that the conclusions do 
not necessarily represent those of his committee or 
any of its members. 

A still more controversial Senate report, long de- 
layed and its publication now expected to come 
early in July, is the one based on a special investi- 
gation of the Department of Medicine and Sur- 
gery in Veterans Administration. Precipitated by 
Administrator Carl R. Gray’s dismissal last winter 
of Dr. Paul B. Magnuson as chief medical director, 
the inquiry was marked by numerous charges and 
countercharges. 


May Investigate Hoxsey Cancer Claims 


Also on the Senate side Cit is obvious that the 
House has scarcely touched any health legislation 
so far this year) is a bill which, if adopted, could 
have explosive repercussions. It would authorize a 
public investigation of the Hoxsey Cancer Clinic, 
Dallas, Texas, and its sponsor is Senator William 
Langer, Republican, of North Dakota. It was in- 
troduced at the instance of Harry Hoxsey, court- 
room antagonist of Dr. Morris Fishbein, the Ameri- 
can Medical Association, William Randolph Hearst, 
and the Federal government on numerous occa- 
sions in recent years. 

Hoxsey has said he is tired of hearing disparag- 
ing remarks and reading “slanderous” articles about 
his clinic and desires an investigation that will 
either bear out his claim that he can cure cancer 
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Harris & Ewing 


New Surgeon General of the Army— 
Major General George E. Armstrong. 


or prove conclusively that his methods are fruit- 
less. The Food and Drug Administration, now in 
the midst of appealing a Federal court decision that 
went in Hoxsey’s favor, has indicated that it will 
not oppose the holding of a Senate-conducted pub- 
lic investigation provided that it covers “cancer 
cures” in general. 

Less spectacular has been the run of Washington 
news off Capitol Hill. On June 6, Maj. Gen. 
George E. Armstrong was sworn in as new Surgeon 
General of the Army. Public Health Service is 
assuming increased authority in passing on applica- 
tions for steel, copper, and aluminum needed for 
hospital construction and surgical supplies. Charles 
W. Crawford, taking the oath as Commissioner of 
Food and Drug Administration, lashed out against 
food fad peddlers. 


What Next, Mister Ewing? 


Unfortunately, deadline requirements prevent 
any discussion in this space of the “important an- 
nouncement” which, according to reports, Federal 
Security Administrator Oscar R. Ewing was due to 
make at a special press conference in mid-June or 
thereabouts. Speculatively, the subject might be 
increased medical care benefits for the aged, an- 
nouncement of another national conference, his 
transfer to a new Federal position—almost anything, 
in fact, except compulsory national health insur- 
ance. 


° 
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That much is certain, in view of the tacit under- 
standing between Ewing and Democratic leaders 
in Congress that he refrain from making speeches 
or statements urging enactment of government 
health insurance. In this connection, it is note- 


TAX EXEMPTION FOR YOUR 


Tue high level of federal taxation on earned income 
makes it virtually impossible for professional per- 
sons and other self-employed to provide for their 
retirement from earned income. 

Practically all corporations now provide pension 
plans for their employees, including officers, salaried 
personnel, as well as wage earners. The cost of these 
pension plans is borne by the corporation and is 
considered as an operating expense for tax purposes. 
The internal revenue code not only encourages cor- 
porations to establish a pension plan by permitting 
tax deductions for the contributions, but also per- 
mits the income of qualified pension plans to be 
tax exempt. No such tax benefits are granted to 
professional men or other self-employed persons. 

One of the basic principles of our economy has 
been the encouragement of young men and women 
to enter into the professions or into self-employed 
business. Recent actions by Congress, such as tax 
benefits for corporation retirement programs, tend 
to reverse that principle by making employment by 
corporations more attractive than self-employment. 

Such a policy does not appear to be in the pub- 
lic’s interest, and the logical solution would be to 
encourage savings for retirement of all groups by 
uniform tax exemptions on contributions to a re- 
tirement plan. Physicians, like other professional 
people, have a relatively short period when their 
net income is high. It takes time to build up a prac- 
tice, usually 10 to 15 years, leaving the physician 
only a 15- or 20-year period of productive service 
during which he must save enough for his old age 
and retirement. With income tax rates scaled pro- 
gressingly higher with increased net income, it is 
frequently impossible for a physician to save much 

toward his retirement. 

If this country is to keep alive the ideal of in- 
dividual freedom it must provide the means for in- 
dividuals to achieve their own earned security. 

In April, Congressman Frederic R. Coudert, Jr., 
of New York introduced a bill, HR 3456, in Con- 
gress that makes provisions for retirement income 
for professional men and women and others who are 

not eligible as beneficiaries of corporate or other 
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RETIREMENT PROGRAM 


worthy that Ewing has made fewer public ad- 
dresses in recent months, most of which have been 
in defense of the Administration’s foreign policy 
and none beating the anvil for the Murray-Dingell 
bill. 


private pension plans. The principles in this bill 
are approved by the American Bar Association, and 
the New York State Medical Society. 

The bill proposes amendments to the Internal 
Revenue Code that will permit the postponement 
of income tax with respect to that portion of earned 
net income that is contributed to a restricted retire- 
ment fund. A restricted retirement fund is defined 
as a contributory retirement plan set up by a bona 
fide agricultural, labor, business, industrial, or pro- 
fessional association or similar organization for the 
exclusive benefits of its participating members. The 
purpose of the plan must be for distributing to such 
members or their beneficiaries the annuity benefits, 
and also any profits and earnings accumulated un- 
der the trust in accordance with specified rules. 

Each person who is eligible and elects to partici- 
pate in such a retirement program may contribute 
an amount up to 15 per cent of his earned income 
or $10,000 whichever is lower. 

The proposed amendments require that the re- 
stricted retirement fund shall be operated for the 
organization by a bank as the trustee, and that the 
trustee must purchase in the name of the participat- 
ing member one or more single premium noncom- 
mutable life annuity contracts. The amount of the 
annuity would, of course, depend on the member’s 
contribution. The member, of course, has the right 
to name beneficiaries to receive his interest in the 
trust upon his death. Interest earned on the mem- 
ber’s contribution would be distributed after age 60 
in a lump sum, or in annual installments over a 

15-year period. Benefits from the fund shall be 
taxed in the year received. 

Although the final details of this bill may need 
to be revised and adjusted, the bill is sound in 
principle and should receive the active support of all 
professional people. Physicians should inform their 
Congressmen of their interest in HR 3456, and 
encourage immediate passage. It is only through 
such amendments to the Internal Revenue Code 
that it will be possible for professional people to 
receive tax exemptions for contributions toward 
their own retirement program. 
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LITTLE RAYS OF SUNSHINE 


BY WILLIAM HYATT GORDON, M.D. 


Visrrinc the sick is a phase of human behavior that 
has always interested me. The older I get the more 
vinegary my disposition becomes, the more I con- 
template the motives underlying these visitations. 
In the majority of instances, calls are made unques- 
tionably out of love, regard, or compassion for the 
ill. The callers truly seek ways of helping the 
stricken persons whom they visit, and often find 
them. Then there are the other visitors. They come 
for a variety of reasons, none motivated by any sense 
of duty or affection. They come for entertainment, 
for show, for a piece of candy, or occasionally, I 
fear, for reasons of pure cussedness. Let’s examine 
some of the more common instances of the latter 
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After Hours 


Jim and Helen, Junior, Little Henry, and Baby come to visit. 


BLESS THEM 


group, that is, the less desirable callers—like Bill 
Johnson. 

Bill admires above all else the sound of Bill 
Johnson’s voice. He talks and talks, primarily about 
what a great fellow B. J. is, what “he said” and 
what “I told him.” He knows a stock of corny old 
jokes, the telling of which is accompanied by loud 
“guffaws” and vigorous slapping of whomever or 
whatever is nearby. It possibly bothers Bill when 
a group he joins on the street suddenly has business 
elsewhere, but one wouldn’t know—perhaps it 
doesn’t. At any rate, he is a great one to call on the 
sick—they can’t get away. 

Bill’s entrance into the sickroom is hearty. He 
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“You poor suffering lamb—how sick you look!” 


opens with a booming, “Hello, old horse! How’s 
the goldbrick coming along?” He jokes about how 
he “knowed you'd do well cause only the good die 
young.” He remarks about the pretty nurses, about 
the hospital food, about how well the office or busi- 
ness has picked up since old Joe got sick, and how 
it looks like old J. will get the sack when he gets 
up and ready for work. Oh, he’s a card. He stays 
and stays, talks until poor patient offers a fervent 
prayer for time to pass and this so-called visit to 
terminate. He’d even settle for old Bill to fall dead 
or, better yet, swallow his tongue and strangle. 
When finally Bill goes, the patient is running a 
little fever, has a headache, and thanks his Maker 
that he has only a broken leg and is not afflicted by 
having to put up with Bill Johnson all of the time. 

Another type of caller, well recognized by all 
hospital personnel and known intimately by the un- 
fortunate recipient of her call, is “Gloomy Gussie.” 
Gussie is a type. She is often a maiden or widowed 
lady who has, or thinks she has, seen better days. 
To her the world is in perpetual gloom and if there 
are corners where this gloom is missing she does 
her best to spread it there also. When she enters 
the room all sunlight fades. Her face is long and 
her eyes constantly full of tears ready to overflow. 
She speaks in a low, quavering voice and her shoul- 
ders are bent from the weight of the world’s being 
borne upon them. Her opening remarks may be, 
“You poor suffering lamb, how sick you look. I 
know you must be hurting awfully bad. What did 
that doctor say you had? Gastrosis! Oh, that can be 
bad. My poor husband (brother, father, cousin), 
rest his soul, had something like gastrosis. I think 
the doctor called it meliresis but I doubt if he un- 


derstood the case. The poor man suffered so before 
he died. He had the same look you have in your 
poor eyes. Poor lamb.” From this standing start 
Gussie gets underway and relates chapter and verse, 
the onset, signs, symptoms, and death rattles of 
everybody who had anything remotely resembling 
gastrosis. In half the instances, she doubted if the 
doctor understood the case, and in the other half 
she had a deep suspicion that the nurse gave them 
some medicine intended for another case and it 
didn’t fit the disease, so they died. Finally, when 
visiting hours near their end, Gussie, still in good 
voice, hopes the patient looks better the next time 
she sees him and doesn’t have that awful color. She 
insists she will be back if the patient is still here, 
implying that if he leaves it certainly will not be for 
home but to some other place beyond the knowl- 
edge of man. 

Such cheerful visits from the Gloomy Gussies of 
this world can do more to lower a patient’s morale 
than can be counteracted by all the doctors and 
nurses on the staff. What Gussie really needs is a 
good malignant case of gastrosis. 

Being in the hospital is not always bad. In fact, 


Bill Johnson admires above all else 
the sound of Bill Johnson‘’s voice. 


there are times during the latter phase of the stay 
when it can be pleasant. After the evening meal, 
one can have the head of the bed wheeled up, the 
light adjusted for reading, a box of candy opened 
and placed handily on the bedside stand, and the 
radio tuned to a favorite program. One could really 
enjoy that two or three hours from supper till bed- 
time. One could, but frequently doesn’t. Why? Be- 
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cause Jim and Helen, Junior, little Henry, and 
Baby come to visit. The patient may have met Jim 
and Helen only once—at a church picnic—but they 
felt he would need some cheering up, so after sup- 
per they “just bundled up the children and brought 
them along.” There are, quite naturally, too few 
chairs in the room since it was not originally planned 
as an auditorium. Jim and Helen sit on the chairs. 
Helen holds Baby and Jim starts out holding little 
Henry, while Junior roams. He twiddles the radio 
dial, fools with the the bedside stand, and pulls out 
into the open a bedpan secreted on the lower shelf 
and covered discreetly by a piece of canvas. 

“What's this, Mama?” says Junior. 

“That's a bedpan, dear; put it back,”. says Mama. 

“What's a bedpan?” says Junior. 

“Put it back where you found it, dear,” says 
Mama. 

Junior leaves the bedpan in the middle of the 
floor and begins to pick and fuddle with the bed 
cranks till he works around and discovers the candy. 
He helps himself to a piece. Little Henry is off 
Jim’s lap in a streak. He reaches up and tips the box 
partly over, spilling some but getting some, too. 
Baby then wants and is given some candy. Then 
Baby wants on the bed and is put there, smearing 
chocolate on the clean counterpane that has been 
neatly tucked in. Junior is finally pulled bodily 
away from the candy box, clutching two pieces. 
When little Henry sees this he lets out a howl, 
intimating that Junior got more than he did. The 
squabble is settled in a typical American manner: 
that of giving in to the aggressor to shut him up. 

Finally, after numerous tussles, with the kids 
stumbling over the bedpan still in the middle of the 
floor; after the flowers have been dissected and the 
contents of all closets, drawers, and stands have 
been explored; and after Helen has gone into mi- 
nute details about their vacation to Hamtrack Na- 
tional Park, telling the most “killingly” funny things 
Junior and little Henry did, they go home. 

What does the patient do? He thanks his stars 
he didn’t know Jim and Helen, Junior, little Henry, 
and Baby better. 

Some ministers of the gospel can be classed with 
these borderline visitors. Let us clarify this remark 
hastily by stressing the good accomplished by the 
usual, and by far the majority of, ministerial visita- 
tions. Hospital personnel all welcome such dissem- 
inators of comfort and spreaders of cheer. The gen- 
tleman of the cloth to be dealt with here do not 
fall into this latter category. They come to rooms 
of patients whom they have never seen, introduce 
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who rushes in, grasps the hand of the ailing one, and 


themselves, and announce they are going to offer 
a word of prayer for the poor sufferers. They 
promptly begin in a voice loud and vibrant with 
feeling. Their attitude seems to be that if the Celes- 
tial Being to whom their supplication is being 


“Did the doctor think he would 
make it through the night?” 


offered is anywhere in the Heavens, His attention 
will surely be attracted by their words. These words, 
incidentally, cover a wide latitude and are liberally 
spotted with pleas that this poor suffering patient's 
life be spared. The patient may have felt correctly 
that she was in with quite a minor ailment, but 
before the prayer is over, she is convinced that 
something is being kept from her. She suspects that 
she has a one-way ticket to Memorial Park. On oc- 
casions it may require the combined efforts of the 
nurse, house staff, and visiting specialists to con- 
vince her that such is not the case. 

No discussion of hospital visitors could ever be 
closed without mentioning the folks who come call- 
ing apparently to relate to the tired, restless, bed- 
bound, and disinterested patient all of their—the 
visitor's—many complaints, operations, pains, and 
distrust in hospitals in general, and this one in par- 
ticular. 

Also there are those who, in the presence of an 
ill person who has his eyes closed trying to sleep, 
will whisper loudly and clearly to some companion 
in the room, “Did the doctor think he would make 
it through the night?” Also there is the well-wisher 
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in a quavering but sincere voice says, “I came just 
as soon as I heard you weren't expected to live.” 

It is difficult to understand how some people can 
be so thoughtless and cruel. How much better it 
would be for the patient and for all hospital per- 
sonnel if a visitor would make his stay brief and 
cheerful. Better yet is the practice of sending a card 


with a few sincere remarks indicating hope and 
encouragement. Yes, a card is much better than a 
personal visit if the visit bores the daylights out of 
the patient. For those who seek entertainment, let 
them go to the movie, and for those Gloomy Gussies 
who live constantly in a fog, let them go into a dark 
closet and gently close the door . . . tightly. 


+ +. and having made a preinduction physical on myself, | find 


that | am unfit for military service. Regretfully yours . . .” 
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supplementary effects 


wherever estrogen-androgen therapy is indicated... 


1. €s In fractures and osteoporosis in either sex to promote 
bone development, tissue growth, and repair. 


Z.€s In the female climacteric in certain selected cases. 


2. @. In dysmenorrhea in an attempt to suppress ovulation 
on the basis that anovulatory bleeding is usually painless. 


2. @s In the male climacteric to reduce follicle-stimulating hormone levels. 


A steroid combination which permits utilization of both 
the complementary and the neutralizing effects of 
estrogen and androgen when administered concomitantly. 
Thus certain properties of either sex hormone may be 
employed in the opposite sex with a minimum of side 
effects. Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated form 
expressed as sodium estrone sulfate, 
together with methyltestosterone. 
No. 879—Conjugated estrogens equine 

1.25 mg. 


Methyltestosterone .............10.0 mg. 
Bottles of 100 tablets (yellow) 
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Methyltestosterone ...........5.0 mg. for combined estrogen-androgen therapy 


Bottles of 100 tablets (red 
Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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Riboflavin . 
Nicotinamide 
HCI (Bo) 


Ayerst, McKenna Harrison Limited am 
22 East 40th Street, New York 16, N. Y. 


Functional Anatomy of the Limbs and Back. By W. 
Henry Hollinshead, Ph.D. Pp. 341. W. B. Saunders 
Company, Philadelphia and London, 1951. 
Functional anatomy of the limbs and back could also 

be called the physiology of locomotion. This is a dy- 
namic subject. It cannot be clearly portrayed neither 
by the written word nor by an artist's static drawings. 
The author has clearly understood this and he at- 
tempts in this little book to review the descriptive anat- 
omy of the parts of the body involved, including some 
discussion of the anatomy and physiology of the in- 
ternal organs. Without such a background this text 
could not be recommended. The book is very well writ- 
ten and the illustrations which are used have been 
carefully selected. This subject matter would be more 
graphically presented, however, if many more artist 
drawings could be used for illustration of future 
editions. 

Chapter One is an essay on anatomic terminology. 
Study of this chapter will clarify for physicians or stu- 
dents the meaning of many words which might other- 
wise produce confusion or uncertainty of context. The 
physiologic anatomy of muscular control of each ex- 
tremity is taken up separately. 

This is a valuable addition to the literature which 
deals with the anatomy of structure and movement of 
the spine and extremities. 

—Epwarp L. Compsre, M.D. 


Medical Treatment in Obstetrics and Gynecology. By 
Frederic Fluhman, M.D. Pp. 145. Price, $3.00. The 
Williams and Wilkins Company, Baltimore, 1951. 

Dr. Fluhman was Associate Professor of Obstetrics 
and Gynecology at the University of Stanford Medical 
School and has now gone into private practice. He 
found that his university teaching and training did 
not round out the practical aspects of therapy in private 
practice and also that the proper care of the obstetric 
and gynecologic patient required a great deal that did 
not fit into the surgical field but which was of a medi- 
cal nature. He has tried to put down in outline form 
much practical, applicable diagnostic and therapeutic 
material. He has succeeded in being brief, practical, 
and applicable, but the book is far from an exhaustive 
treatise on the subject. For a brief refresher, to see if 
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you have covered the diagnostic or therapeutic range, 
or to check to see if you have eliminated obsolete 
or useless therapeutic measures, or to be certain that 
you have been brought up to date on the latest opin- 
ions in the best scientific circles, this book will be of 
value to have within arm’s length. I enjoyed reading 
it through but wished for a little more discussion and 
a little greater completeness. The technique for weigh- 
ing the patient who is heavier than the upper limit 
of my scales (so simple), on page 145, was worth 
the cost of the book to me. 
R. Truman, M.D. 


A Text-Book of X-Ray Diagnosis. Edited by S. Cochrane 
Shanks, M.D., Director, X-Ray Diagnostic Department 
University College Hospital, London; and Peter Kerley, 
M.D., Director, X-Ray Department, Westminister Hos- 
pital; Radiologist, Royal Chest Hospital, London. Pp. 
810 with 694 illus. Vol. III. W. B. Saunders Com- 
pany, Philadelphia, 1950. 


This is one of a series of four volumes dealing with 
diagnostic radiology, contributed to by several British 
authors and edited by Shanks and Kerley. This par- 
ticular volume deals with the abdomen in all its vari- 
ous x-ray diagnostic ramifications. 

Starting out with the alimentary tract it begins with 
a discussion of sialography and plain x-ray films of the 
salivary glands. It then proceeds down through the 
pharynx and the esophagus including a chapter on 
foreign bodies. The stomach, duodenum and dia- 
phragm are then discussed in a very satisfactory, com- 
plete manner. The chapter on the diaphragm and the 
discussion of the various types of hernia are particu- 
larly impressive. There is an extensive bibliography 
quoted for each subject. 

The small intestine is also adequately covered and 
so is the colon, with a special chapter on the appendix. 
A special chapter is devoted to the alimentary tract 
in the young, which is of particular value. There is 
need for a separate discussion of this phase of radiology. 

The second part of the volume has to do with the 
biliary tract, and the third with the abdominal soft 
tissues. Both are well done. 

Part four deals with radiology in obstetrics. After a 
discussion of the antenatal period of the fetus, the 
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Just Off the Press! 


NEW 


FIFTH EDITION 


The Key-Conwell Classic 


Managem ent of 


FRACTURES, 


DISLOCATIONS 
and SPRAINS 


INCE there is perhaps no better known, nor more 
popular book on this subject, it really isn't nec- 
essary to describe it in fine detail. 


It has been referred to as the “most comprehensive 
and practical source of information on the subject” 
and is very often called the “fracture bible.”” When 
the fourth edition was published the reviewer in 
Journal of Bone and Joint Surgery said: “No other 
clearly surpasses it, and this reviewer feels that Key 
and Conwell lead the field.” 


Briefly, the Fifth Edition will naturally maintain the 
original high standards of other editions and has 
been brought completely up to date. Old illustrations 
are being deleted and many new ones—together with 
much new material in the way of new methods or 
modification of old methods—will be added. (There 


Order 
Form 


Please send me: 


Name 


1232 Pages 


1194 Illustrations 


Price, $16.00 


are over 300 new figures, photographs, sketches, and 
x-rays.) 

Compound open fractures have had special attention 
and discussion of the use of medullary fixation of 
fractures of the femur and of the tibia have been 
added. Other than that—the changes are extensive, 
sufficient and appropriate. 


Anyone who has used Key-Conwell knows that only 
well-tried and reliably proved treatments are pre- 
sented—no fads or fancy gadgets. No panaceal treat- 
ments are recommended. Let those who have used 
former editions not be deluded into the belief that 
they “do not need the new edition.” To do justice to 
the emergency treatment of fractures, you need a 
truly representative work of the modern and up-to- 
date methods—and Key-Conwell fills that need now 
and will continue to do so for many years to come. 


THE C. V. MOSBY COMPANY 
3207 Washington Blvd., St. Louis 3, Missouri 


Key-Conwell FRACTURES, DISLOCATIONS & SPRAINS, 5th Edition—$16.00 
[-] Enclosed find check. 


[-] Charge my account. 


Address. 
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study of fetal-pelvic proportions and relationships are 
covered, a unique feature being included of contribu- 
tions by several men, both European and American 
who are particularly interested in the subject. Thus a 
cross sectional composite opinion of an international 
nature is obtained. 

Chapters follow on diagnosis of the placenta and the 
urinary tract in pregnancy. A section is devoted to 
gynecologic radiology, and one on the urinary tract 
follows. Both are quite complete. 

The common use of the word “radiogram” for 
“radiograph” or “roentgenogram” is rather confusing. 
The publishers could improve the book by printing the 
roentgenograms in the negative. 

—P. C. Swenson, M.D. 


Administrative Medicine. Edited by Haven Emerson, 
M.D. Revised Edition. Pp. 1,007. Price, $10.00. 
Thomas Nelson & Sons, New York, 1951. 


This is a reference book designed for people en- 
gaged in the administrative side of medical care. In 
this revised edition all phases of organization and dis- 
tribution of medical care are covered. There is a sep- 
arate chapter on each subject, written by a recognized 
authority in that field. 

Part I deals with the organized care of the sick. The 
organization and management of all types of hospitals 
are discussed. Part II covers the administration and 
economics of medical care, including government pre- 
grams under which medical services are provided di- 
rectly and all types of prepayment plans. 

Parts III and IV are devoted to public health ad- 
ministration and public health services. 

This is a very complete and well-documented refer- 
ence book, with up-to-date statistics and brief histori- 
cal facts. The individual chapters are well written in 
a concise and interesting manner. The entire book is 
well indexed for easy reference. The book should 
prove very valuable to busy physicians who may need 
factual data on the structure and operation of one of 
the many organizations concerned with the distribution 
or payment of medical services. As a reference book it 
should be in the library of all medical organizations 
and hospitals. —Cuartes E. Nyserc 


The External Secretion of the Pancreas. By J. Earl 
Thomas, M.D., Department of Physiology, Jefferson 
Medical College, Philadelphia. Pp. 149. Price, $3.50. 
Charles C Thomas, Springfield, Ill., 1950. 


Little guidance is given the general practitioner in 
this volume. The subject of pancreatic function is 
treated too specifically for general application. 

Thomas's observations are chiefly animal. He dis- 
cusses improved methods of operation and correlates 
his findings with those of the first students in the field. 
However, not much is added to the physiology of a 
century ago. —Manrtin Fiscuer, M.D. 
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Emergencies in Medical Practice. Edited by C. Allan 
Birch, M.D. Pp. 546 with 131 illus. Price, $5.50. The 
Williams and Wilkins Company, Baltimore, 1950. 


This is a very practical volume to have on the gen- 
eral practitioner’s desk for hurried reference in dealing 
with urgent illnesses. —R. B. Rosrs, M.D. 


Metabolic interrelations. Transactions of the Second 
Conference. Edited by E. C. Riefenstein, Jr., M.D. 
Pp. 279. Price, $3.95. The Josiah Macy, Jr. Founda- 
tion, New York, 1950. 


In an attempt to expedite communication between 
various medical disciplines, the Macy Foundation has 
sponsored annual meetings at which leading experi- 
mentalists meet and exchange ideas in informal con- 
ferences. In order to share these conferences with a 
wider group of investigators, the proceedings of these 
conferences are published. The present publication 
deals with problems such as “The Composition and 
Crystal Structure of the Bone Salt,” “Bone as a 
Problem in Surface Chemistry,” “Observations on the 
Dynamics of Calcification,” “The Local Factor in Cal- 
cification, Strontium as an adjuvant to calcium in re- 
mineralization.” “The Role of Enzymes in Endochon- 
dral Calcification,” etc. These subjects are of great im- 
portance to the research worker engaged in the study 
of mineral metabolism and bone growth but’are much 
beyond the field of interest of the general practitioner 
or even of the orthopedic specialist for neither of 
whom the volume was intended. However, the more 
curious reader who has marveled at the manner in 
which bone is formed will find much to intrigue him 
and show the manner in which experimental medicine 
advances. —ArtTHuUR GrROLLMAN, M.D. 


You'll Live Through It: Facts About Menopause. By 
Miriam Lincoln, M.D. Pp. 181. Price, $2.50. Harper 
& Brothers, New York, 1950. 


This is a helpful little book which might well be 
put in the hands of women who are much disturbed 
over the change of life. The book has the great advan- 
tage that it was written by a woman who is also a 
practicing physician. She had the great advantage of 
knowing at first hand what she was talking about. 

—Wa C. Atvarez, M.D. 


Geriatric Nursing. By Kathleen Newton, R.N., M.A. Pp. 
420. Price, $4.50. The C. V. Mosby Company, St. 
Louis, 1950. 


This is a valuable book, much of which can be read 
and enjoyed by physicians, and especially by those 
who have something to do with old peoples’ homes. 
For such men, it will be indispensable. The different 
chapters deal with the problems of nursing in the sev- 
eral specialties. In addition, there are chapters on 
hygiene, and the general problems of caring for the 
aged. —Watter C. Arvarez, M.D. 
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obj 6 ct : Greater cooperation from — and peace of 
mind for — patients on reducing diets. 


agents : High methylcellulose (500 mg. per tablet) 


low d-amphetamine phosphate (1.67 mg:). 


meé alLS » Dual anoretic action through (1) hydrophilic effect 
of methylcellulose, which imparts prolonged sense of fulness, 
and increases intestinal bulk and moisture of stool; (2) controlled 
physiologic effect through modest dosage of d-amphetamine. 


re sult : Happy, contented, hunger-free patients— 
protected from undue stimulation and its unpleasant consequences. 


dosage: Initially, 3 tablets with full glass water 1 hr. before meals — 


reduce to individual requirements. 
available —botties of 100, 500, and 1000 tablets. 


REED & CARNRICE 


FOUNDED IN 1860 gf JERSEY CITY, W. J. 
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Sir Thomas Browne: A Doctor's Life of Science & Faith. 
By Jeremiah S. Finch. Pp. 319. Price, $3.50. Henry 
Schuman, New York, 1950. 


Every physician who has loved “Religio Medici” will 
get great pleasure out of this book. He will be sur- 
prised to find how much has been learned about 
Browne and his education and his life. This book 
gives a warm picture of one of the great physicians of 
his time, and one of the greatest writers of English 
prose. 

So commonly, when one reads the life of an out- 
standing physician, one discovers that his success was 
not an accident, and that for years he had traveled 
and studied abroad and had obtained a training such 
as very few of his contemporaries had. To this was 
added the fact that the man was of a good family 
stock and a bit of a genius. 

—Wa ter C. Atvarez, M.D. 


Brucellosis (Undulant Fever): Clinical and Subclinical. 
By Harold J. Harris, M.D., F.A.C.P., with the as- 
sistance of Blanche L. Stevenson, R.N. Foreword by 
Walter M. Simpson, M.S., M.D., F.A.C.P. Pp. 617. 
Price, $10.00. 2nd Ed. Paul B. Hoeber, Inc., New 
York, 1950. 


This big book is a splendid monograph on a disease 
which, for years, has been a puzzle to the medical pro- 
fession. As Harris says, it will usually not be diagnosed 
correctly unless one is brucellosis-conscious, but then a 
man must be careful not to get too conscious of the 
disease or he will start diagnosing it in the case of 


every frail, nervous, always complaining and constitu- 
tionally inadequate woman who comes along. 

One great difficulty is the lack of a good test for the 
disease. It is easier to diagnose the acute forms of the 
disease than the chronic ones because in the acute 
stages, one can get a positive blood culture, the only 
sure sign. Often it helps to know that the patient 
has long been handling animals or beef or pork. There 
is a good section on treatment. There are fine illustra- 
tions showing the bone lesions which sometimes ap- 
pear. —Watter C. Arvarez, M.D. 


Principles and Practices of Rehabilitation. By Henry 
H. Kessler, M.D., in collaboration with other authors. 
Pp. 448. Lea & Febiger, Philadelphia, 1950. 


This is a valuable book on the rehabilitation of pa- 
tients who have been seriously injured. Remarkable is 
the illustration on page 72 of how a man who has a 
face badly destroyed by disease can be given a new 
plastic face which fits over his disfigured one. 

—Wa ter C. Arvarez, M.D. 


Modern Trends in Orthopaedics. Edited by Sir Harry 
Platt. Pp. 497. Price, $10.00. Paul B. Hoeber, Inc., 
New York, 1950. 


This is a good book, especially for someone who 
would like to learn what is best in the orthopedics of 
the British Empire. The several chapters are written 
by different men. The book is well written, well illus- 
trated, and many of the chapters are well documented. 

—Watter C. Arvarez, M.D. 


- and I experience the most awful gas pains.” 
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“Anxiety states in the older age groups... 


appeared to respond well to small doses of the sedative... 
“Because of its mild and relatively prolonged action, 
butabarbital sodium proved particularly useful in the 


field of daytime sedation and ‘delayed’ hypnosis.” 


BUTABARBYITAL 


ETL. 


“Intermediate Sedative’ 


Where a gentle type of sedation without mental confusion or “‘fogginess” is desired—to carry the 
patient through days free of hyperexcitability and tension—Butisol Sodium can be depended upon to 
provide just the degree of sedation you wish to prescribe. 


“The mild relatively prolonged action of the drug makes it suitable for management of many functional 
disorders and for the treatment of the nervous tension and anxiety associated with certain organic 
diseases, such as hyperthyroidism, peptic ulcer, hypertension, spastic colon and ulcerative colitis.””! 
Butisol is not contraindicated in the presence of renal disease.2 a 
Available in a wide variety of dosage forms—adjustable to keep each individual’s 
requirements under your control: 


Elixir Butisol Sodium, 0.2 Gm. (3 gr.) per 30 cc. (fl. oz.), green. 


1. Dripps, R.D.: Selective Utiliza- 
© Tablets, 15 mg. (14 gr.), lavender. tion of Barbiturates, J.A.M.A. 
DOSAGE FORMS © Tablets, 30 mg. (14 gr.), green. 139: 148-150 (Jan. 15) i949. 
: Va) Tablets, 50 mg. (34 gr.) orange. 2. Council on Pharmacy & Chem- Me 
. istry: New and Nonofficial Rem- on 
OQ Tablets, 0.1 Gm. (1% gr.), pink. edies, 1950, Philadelphia, J.B. 
Capsules, 0.1 Gm. (1% gr.), lavender. 
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ELIXIR 
BUTISOL® SODIUM 
McNEIL 


Its bright, green color and 
refreshing flavor appeal to all; 


excellent prescription vehicle. 


Clinical samples on request. 
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Diagnostic Criteria of Vascular Headaches 


MIGRAINE 


MIGRAINE 
EQUIVALENTS 


MIGRAINE VARIANTS 
(e.g. Histaminic Cephalgia) 


TENSION 
HEADACHE 


INCIDENCE 


8 to 10 million in U.S.; (ratio 
of women: men: :2.5:1) 


As common as 
migraine 


Less common than migraine 
(mostly in men) 


Most common of all 
headaches 


FAMILIAL 
HISTORY 


Hereditary factor 


Hereditary factor 


Not significant 


Not significant 


STAGE OF LIFE 


Puberty to menopause 


Puberty to 
menopause 


Often after 35 


Any 


RATE OF ONSET 


Abrupt to gradual 


Abrupt to gradual 


Abrupt 


No pattern 


TIME OF DAY 


Usually early morning, dimin- 
ishing in evening 


Variable 


Frequent during sleep 


Usually at end of day 


DAY OF WEEK, 
MONTH, ETC. 


Most commonly weekends; fre- 
quently pre-menstrual and dur- 
ing periods of conflict, tension 
or stress. 


Same as classical 
migraine 


Occur in series, as often as 10 
to 15 times a day, often sea- 
sonal. 


Variable, but usually 
preceding or follow- 
ing emotional stress 
or conflict 


DESCRIPTIVE QUALITIES OF HEADACHE 


DURATION 


Minutes to days 


Minutes to days 


Under 1 hour 


No pattern 


NATURE OF 
HEAD PAIN 


Throbbing or pulsating 


Constant, boring 


Sustained dull or 
sharp pain 


SITE 


Anywhere in head and face— 
most commonly at right tem- 
ple, usually unilateral 


*SEE NOTE 
BELOW 


Involves eye, neck and often 
face; unilateral 


Most intense in neck, 
shoulders and occi- 
put — may spread to 
tal region—uni- 
lateral or bilateral 


TENDERNESS 
(RESIDUAL) 


Near large extra-cranial arter- 
ies. Affected region may in- 
volve nasal, paranasal, teeth, 
ear, neck 


Varies according to 
location 


No residual tenderness 


Any of head and 
neck muscles 


EFFECT OF 


Pressure upon temporal, fron- 
tal, post-auricular arteries often 
reduces intensity 


EFFECT OF 
POSITION OF 
HEAD 


Erect position relieves—shaking 
head aggravates 


*NOTE 

Many cases in this 
classification suffer 
pain in regions other 
than the head 


Similar to migraine (classical ) 


Pressure upon tender 
muscles or regions of 
tenderness intensifies 
headache 


Pain eased by sitting up and 
leaning forward 


Shaking head reduces 
intensity by extend- 
ing muscles 


ASSOCIATED SYMPTOMS OF ATTACK 


VISUAL DIS. 
TURBANCES 


Scintillating scotomata; unilat- 
eral homonymous hemianopia 
usually of short duration pre- 
ceding attack. Photophobia 
common 


Same as classical mi- 
graine Photophobia 
always present in 
ophthalmic migraine 


Photophobia often present 


Partial closure of 
eyes due to muscle 
spasm. May give im- 
pression of faulty vi- 
sion; Photophobia 
common 


OTHER OCULAR 
SYMPTOMS 


Injection of conjunctiva and 
sclera, lacrimation and ptosis 
of eyelid may occur 


Ptosis of eyelid oc- 
curs with ophthal- 
moplegic migraine 


Conjunctival injection, lacri- 


mation, nasal stuffiness, dis- 
charge 


Injection of sclera 
and conjunctiva; lac- 
timation may 
occur 


VERTIGO AND 
OTHER 
SENSORY 
DISTURBANCES 


May be present; paresthesias of 
hands and face may precede 


Paresthesias of hands 
and face may precede 


Infrequent 


Infrequent 


MOOD 
CHANGES 


Depression-irritability precede; 
exaltation follows 


Same as classical 
migraine 


No significant changes 


Tension, irritability; 
desire for attention 


GASTRO- 
INTESTINAL 
DISTURBANCES 


Anorexia, nausea and vomiting 
at height of attack; flatulence 
and distension 


In gastro-intestinal 
migraine - flatulence, 
distension, constipa- 
tion 


Infrequent 


Flatulence and dis- 
tension common es- 
pecially with severe 
headache 


CHANGE IN 
BODY TEM- 
PERATURE 


Slight; sometimes unilateral 
sweating 


In some cases up to 
104°F, 


Not significant 


Chills and hot flashes 
without change in 
temperature 


TREATMENT 


Emotional guidance, general 
improvement in health; Endo- 
crine therapy. Specific for at- 
tack: Cafergot 


Emotional guidance, general improvement in health; 
Specific for attack: Cafergot; vaso-constrictor agent 


Sedatives 


The information presented in this table has been compiled by the Sandoz 
Scientific and Research Staffs from the att 


AYASH, J. J.: J 


1948 
(March ) 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


EL, F. K.: Ann. (Marck. Apel) 1945" 

Christ Hospital Bulletin 2: 85 (A MACNEAL, P. S.: Medicine 
44: 1869 july 9); at (July 16) 1949. MOENCH ra: Headache, Chicago, Year 
Book Publis cha: ‘SHEA J. Omaha Mid-West Clin. Soc. 
11: Fd (Au . WALSH: : Journal Lancet 70: 259 (July) 1950. WOU, 
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Academy Reports and News 


San Francisco, California, March, 1951 


Mr. Speaker, President Truman, Delegates, Ladies 
and Gentlemen: 


A FEw weeks ago the director of one of America’s 
little known but wealthiest charitable foundations 
paid a visit to the headquarters of the American 
Academy of General Practice. Because of its in- 
terests in medical education, this foundation fol- 
lows developments in the medical world rather 
closely. It has watched the growth and activities of 
the Academy with particular interest. The director 
called on the executive secretary to observe our 
headquarters organization and to take note of 
progress. 

As this distinguished gentleman took his leave 
following a long and cordial conference, he paused 
at the door to say this: “Everyone in medicine is 
talking about your organization. The clarification of 
your principles and the surprisingly quick develop- 
ment of your program has reassured many persons 
who looked upon the Academy in the beginning as 
merely a protest group. The whole thing is quite 
phenomenal,” he said. 

These very gracious sentiments served to remind 
me that the rapid growth of this new organization 
and the conspicuous position it has attained in the 
world of organized medicine in such an incredibly 
short time have imposed upon it and its leaders 
enormous responsibilities. As an agency of the gen- 
eral practitioner in America, the Academy possesses 
great potential good, both for the profession and the 
people. As a new association, still in a formative 
stage of development, it is, however, fraught with 
the dangers of undisciplined and precipitate action 
so common to youthful organizations. 

Fortunately, those in whose hands the members 
have placed the responsibility for guiding the des- 


tinies of this dynamic newcomer on the medical 
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scene have demonstrated an awareness of these 
dangers. They have, as a consequence, conducted 
its affairs in such a manner as to gain not only the 
confidence but the applause of our older contem- 
poraries in organized medicine. 

Under the critical eyes of all medicine, both in 
this country and abroad, the founders of the Acad- 
emy, thus stimulated by the challenge confronting 
them, brought forth a well-constructed and high- 
principled organization of which both they and 
their successors for generations to come may be 
proud. By demonstrating a sincerity of purpose and 
earnestness of deed they proved that the Academy 
was not an aggregation of malcontents, an insur- 
rection within the profession, or a pressure group. 
Rather, they have demonstrated, through articula- 
tion of the Academy’s principles, that it is a dis- 
tinguished society to which only men of proven 
worth may gain admittance and in which they may 
retain membership only by demonstrating a desire 
and a willingness to constantly continue their medi- 
cal study. 

With this concept of the Academy’s function and 
purpose, the Board of Directors and the Commission 
on Membership and Credentials have scrupulously 
followed the policy that numbers alone is not a 
primary goal of the organization. Our aim is to be 
able to boast that we have the best men in general 
practice within the Academy, not merely that we 
have the most. There is a vast difference between 
these two concepts; the basic raison d'etre of the or- 
ganization is involved. 

On the one hand the Academy will stand as a 
select society, membership in which is evidence of 
achievement. If this concept prevails, we shall see 
men striving to meet the qualifications and be elected 
to membership. Thus the Academy will accomplish 
the first of its fundamental objects as stated in its 
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constitution; it will promote high standards in gen- 
eral practice and elevate the quality—and thus the 
prestige—of general practice. 

If, on the other hand, our aim were to get as 
many members as possible, regardless of the repu- 
tation they might enjoy among their local colleagues, 
we should be able to boast of numbers, and that 
alone. One is entitled to ask, I believe, whether this 
would materially contribute to the realization of our 
basic objectives. 

Incidentally, I am happy to report to you that in 
the next issue of the Directory of the American 
Medical Association, the Academy will be listed 
among the leading national special societies in this 
country; an appropriate symbol after the individuals’ 
names will indicate membership in the Academy. 
We want this symbol to mean something. Its ap- 
pearance after a physician’s name should be testi- 
mony that he is one of superior attainment in the 
most important field of medical practice. 

It is said that phylogeny is the recapitulation of 
ontogeny. In an organization, as in a living organ- 
ism, gradual steady growth is healthy growth. From 
this standpoint our record is pleasing. Last year at 
this time I reported to you a total of 10,395 mem- 
bers. Today that number has increased to 13,605. 
This is a gain of a little more than 250 per month 
for the year. 

For the past thirty months, almost without devi- 
ation, new members have been enrolled in the 
Academy at the remarkably steady rate of about 250 
every month. 

Now, this is not as many members as we should 
like to have. But, I think we should make a grave 
error if we sacrificed what we have already gained in 
our desire to hasten the growth of this still-young or- 
ganization. For this reason proposals contained in 
resolutions submitted at this meeting for an all-out 
campaign to double the membership should, I be- 
lieve, be carefully scrutinized. The Commission on 
Membership and Credentials does have plans for 
increased endeavor in this regard. But, as pointed 
out in the Commission’s report, its experience indi- 
cates that the preferred method for obtaining new 
members is through contacts with individuals or 
small groups of physicians, rather than through 
wholesale broadcasts of solicitation. 

The day will undoubtedly come when member- 
ship in the American Academy of General Prac- 
tice will be extended only by invitation. Candidates 
will not be permitted to apply for membership; they 
will be nominated and their qualifications approved 
by their local or state chapter before they are in- 
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vited to become members. That day is yet a few 
years hence, I suspect, but it is something toward 
which we should work and which we should bear 
in mind when considering proposals for intensive 
membership campaigns. In some state chapters this 
is already the rule. Perhaps the day has arrived 
when mail campaigns from national headquarters 
soliciting applications should be abandoned and 
new members should be sought through personal 
contact by state chapter committees. This is a de- 
cision to be made by the Commission on Member- 
ship and Credentials during the course of the com- 
ing year. 

Our immediate goal, I believe, should be some- 
thing like 5,000 or 7,000 additional members, giv- 
ing us a minimum of around 18 or 20 thousand. 
Whether we pass this mark this year or the next 
seems to me relatively unimportant. 

The important thing is that the American Acad- 
emy of General Practice has been accepted by the 
rest of the profession as the representative of and 
the spokesman for all general practitioners. Thus it 
has achieved one of its primary aims and has ful- 
filled what I regard as its most important function. 
It serves as a concerted medium through which 
the combined and unified voice of the general prac- 
titioners of America may be articulated. 

Hardly a week has passed during the past year 
without some official representative from the Acad- 
emy participating in a meeting or conference some- 
where in the country. They have been selected to 
appear for the stated purpose of expressing the 
views of that branch which composes three-fourths 
of the profession. This is an astonishing develop- 
ment in the matrix of medicine in America. Just 
three years ago the voice of the general practitioner 
would not have been heard at such forums; there 
existed no medium for eliciting it. 

With the issuance of a charter to Vermont last 
week, a constituent chapter was formed in the forty- 
eighth state, bringing the total to fifty, including 
the District of Columbia and Hawaii. Our struc- 
tural organization, built to wholly new and original 
specifications, is thus completed; our attention can 
now be directed toward the attainment of specific 
projects. 

The best portrayal of the activity of the Acad- 
emy will be found, and should properly be found, 
in the reports of the Board of Directors and the 
various committees. 

During the first two years of the Academy’s exist- 
ence, the most pressing desideratum facing the off- 
cers and committees was to define and delineate our 
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specific aims and policies in such a manner that 
we could be certain they were sound and reason- 
able, and that they fairly reflected the opinions of 
the majority of the members. This done, the re- 
spective committees addressed themselves to the 
task of effectuating the fundamental concepts and 
objectives of the organization. When you hear their 
reports today you will be pleased and proud to note 
that the year just’ passed saw substantial progress 
toward accomplishment of our basic goals; 1950 was 
a year of achievement. 

Last year, in my annual report, I described the 
preliminary plans for our official journal, GP. At 
that time I predicted that our magazine would 
create something of a sensation in the field of medi- 
cal journalism. I assured you it would attain the 
standard you had a right to expect of it—that it 
would be the best in the field. That this assurance 
was fulfilled is attested, I believe, by the unprece- 
dented applause enjoyed by GP in its first year of 
publication. 

Typical is the tribute paid by one of our con- 
temporaries in its current issue. “In its very first 
year,” the editorial states, “GP has become a stim- 
ulating source of important medical writing.” 

Though the committee and the staff realize there 
remains much room for improvement, the high 
standard set for our journal has created an enor- 
mous impact in the world of medical literature. 
Knowing that there would be a tendency to judge 
the entire organization by its official publication, the 
committee was determined to produce a magazine 
of impeccable taste and quality. I think you can 
be proud of its progeny. 

Another notable achievement was accomplished 
during the past year by the Commission on Hos- 
pitals. In this very room, in June of 1950, the House 
of Delegates of the American Medical Association, 
at its annual meeting, adopted a resolution endors- 
ing the Academy’s recommendations for integrating 
general practice in hospital staff organization as set 
forth in its Manual. Its official commendation of 
the Academy's efforts in this matter is without 
precedent in the history of American medicine's 
parent medical body. 

This remarkable achievement is the result of two 
solid years of sustained effort by Dr. John O. Boyd, 
Je., and the hard-working members of his Commis- 
sion on Hospitals. 

If you are inclined to regard the recommenda- 
tions contained in the Academy’s Manual as noth- 
ing more than pious pronouncements, permit me to 
assure you that it is accomplishing the task it at- 
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tempted. The number of hospitals adopting our 
recommendations has increased progressively during 
the past year. The occasional hospital which at- 
tempts to discriminate against competent general 
practitioners finds itself opposing a principle that 
has now been universally accepted. It is bucking 
a stream of progress. 

Daily we receive requests, by letter, telegram, 
and long distance telephone from hospital admin- 
istrators and trustees for specific assistance in es- 
tablishing a Department of General Practice in 
their staff. Let me give you a concrete example of 
what this committee’s work has accomplished. Here 
is a communication sent by the administrators of a 
large eastern hospital to all members of its staff a 
few months ago: 

“Now that our General Practice Department has 
been established and is functioning, it seems only 
reasonable that the various members listed in spe- 
cialty departments should be restricted to their own 
specialties. Therefore, the Board of Directors has 
resolved that each member of the staff shall limit his 
hospital practice to the treatment of illness recog- 
nized as being within the sphere of the department 
of which he is a member. This resolution should in- 
flict no hardship on anyone, inasmuch as any mem- 
ber with whose present practices this might con- 
flict may now apply for*membership in the General 
Practice Department.” 

I doubt that anyone dared hope we would ap- 
proach the millennium so soon. 

You will hear a report from the Chairman of the 
Commission on Legislation and Public Policy on all 
the important political and social developments that 
committee has followed with constant attention dur- 
ing the year. This Academy began life in a new 
social environment resulting from a profound so- 
cial revolution that began three decades ago, and 
which has accelerated so rapidly in the past eighteen 
years, that accepted concepts of freedom and enter- 
prise have had to be constantly re-examined in the 
light of new political theories. It is this commit- 
tee’s job to keep our members informed and to ex- 
press their views when issues arise in the course of 
political and social evolution. In doing so the com- 
mittee has not wavered from the policy laid down 
by this Congress of Delegates at its first meeting. It 
has not gone to Washington with a separate voice 
for medicine. Rather, it has occupied its place in 
the solid ranks of organized medicine represented 
by the American Medical Association, using its con- 
siderable weight for the good of the whole. 


Not the least important achievement of this com- 
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mittee last year will be found in its report of nego- 

tiations with the armed forces and the assurances 
it has received that general practitioners will receive 
equal recognition with specialists in rank and perqui- 
sites as the medical departments of the military are 
expanded. 

Time does not permit here a recital of all the 
many important projects initiated and brought to 
fruition during the year by the other standing com- 
mittees. The Commission on Education has estab- 
lished long-term policies and has set in motion the 
machinery to attain its fundamental goals. The 
Rural Health Committee has also undertaken an 
important role in the Academy's broad program. 

In addition to these there are the working com- 
mittees, concerned not so much with policy as with 
the supervision of the many administrative func- 
tions necessary in a corporate organization so large 
and so active as this. Illustrative are the Finance 
Committee, the Building Committee, and the Com- 
mittee on Constitution and By-Laws. Other special 
committees, such as the Liaison Committee with 
Blue Shield, have completed work assigned to them 
by the Board of Directors. 

Not to be overlooked, of course, is the Program 
Committee which has designed a scientific pro- 
gram for this Assembly that is absolutely unique. 
An enormous amount of time and effort was ex- 
pended to bring our members and guests a new kind 
of educational experience surpassing anything you 
are likely to find at the ordinary medical meeting. 
Meanwhile, the Local Arrangements Committee has 
helped to perfect the planning that will make this 
Third Annual Assembly an occasion both enjoyable 
and memorable for our members and their wives. 

Correlating all these activities and directing the 
work of these many committees sits the Board of 
Directors. Constant surveillance and careful inte- 
gration is necessary to assure that no single project 
will tend to obscure the ends toward which the 
Academy's basic program is directed. I am con- 
strained to remind the members, as I have before, 
that they owe a huge debt to these men who have 
contributed so generously of their time and effort, 
frequently at real financial sacrifice, in guiding the 

affairs of this dynamic organization. Theirs has been 
a prodigious and exacting responsibility; their re- 
ward is your continued support and gratitude. 

Incidentally, in mentioning the many and diverse 
activities going on within the framework of the 
Academy, it is perhaps worth-while to point out 

here that this organization cannot be all things to 
all people. The Board of Directors can’t undertake 
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every project proposed by a state chapter or group 

of members. Even though it may have great merit 
and promise direct or immediate benefits, a sug- 
gested project sometimes must be rejected for the 
simple reason that the Academy's funds will not 
permit it. Our organization has expanded at an un- 
paralleled rate during these first three years of its 
existence. And, meanwhile, the purchasing power 
of each member's annual dues has steadily de- 
creased. Sometimes our facilities have been taxed to 
the extent that we have been victims of the super- 
ficiality that is bound to come when resources are 
spread too thin. The commendable enthusiasm pos- 
sessed by the proponents of an idea sometimes im- 
pels them to contend that some other project should 
be set aside for theirs. It is dificult to convince them 
that theirs is only one of many, with equally earnest 
solicitors. To attempt so many projects that none can 
be accomplished creditably would be to destroy the 
total effectiveness of the Academy. 

Under these circumstances the Board of Directors 
must carefully weigh every proposition brought to 
its attention in relation to the fundamental purpose 
and goals of the Academy. It is the duty of the 
Board to concentrate the resources of the organiza- 
tion upon those projects calculated to produce the 
greatest benefit to the greatest number of members 
and at the same time reflect the basic principles 
upon which its entire program rests. 

What are these basic principles? 

In the annual reports of the various committees 
to be submitted to you here you will find certain as- 
sumptions, precepts that, when put together, form 
a kind of creed. These fundamental principles, it 
seems to me, are five: 

First: A system of medical practice in which both 
doctors and patients are free agents, unfettered by 
governmental control, will, notwithstanding ad- 
mitted deficiencies, guarantee to the American 
people the finest possible quality of medical care. 
Any effort to improve the distribution or availability 
of medical care through compulsion will create evils 
and disadvantages that far outweigh any theoretical 
benefits. The government's role in medical care 
should be supplemental to the voluntary efforts of 
free citizens and a free profession. 

Second: When we consider the fact that all the 
revolutionary proposals for a radical change in our 
system of medical practice are based upon the as- 
sumption that it costs too much to be sick, we are 
faced with the realization that the cost of medical 
care would be greatly reduced if every person con- 
sulted a general practitioner first in all cases of ill- 
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ness. Studies showing that at least eighty-five per 
cent of all ills can be adequately diagnosed and 
treated by a competent general practitioner amply 
support this conclusion. It follows, then, that every 
family should be urged to have a family doctor as 
a health consultant and advisor. In his key position 
as family physician, the general practitioner is, and 
should be regarded as, a specialized practitioner 
performing a service that cannot properly or safely 
be performed by any other type of practitioner. 

Third: The practice of medicine is a public trust. 
Beyond his obligations to his patients and to his 
profession, every physician owes a duty to society. 
That duty demands that he help to organize medi- 
cal practice in his community so that it will fulfill 
the needs and wants of the people. This demands 
assurance that competent physicians will be avail- 
able when emergencies arise, and that the public 
be informed of the means by which they can be 
obtained. 

Fourth: Every qualified physician should have 
access to the facilities of a hospital in his commu- 
nity, where, within the limits of his training and 
experience, he should be privileged to care for his 
patients as a member of the active staff. Such privi- 
lege carries the corollary obligation to participate in 
the educational and administrative activities of the 
institution. 

Fifth: The profession of medicine is a continu- 
ing discipline; no physician can keep abreast of sci- 
entific progress without engaging in sustained post- 
graduate studies. Facilities for such continuation 
study should be made available to every practicing 
physician. 


These, I think are the principles that give vitality 
to the purposes of the Academy as set forth in its 
Constitution. It is these beliefs that have bound the 
members of this Academy together in a common 
endeavor. The time and effort put forth by the ofh- 
cers and committee members, and by those of you 
who have consented to leave your busy practices to 
serve in this Congress of Delegates, show a devo- 
tion to the cause of which these are the basic 
tenets. 

Permit me to say also that these principles stand 
as a cynosure to your executive secretary in his en- 
deavors to carry out the policies and dictates laid 
down by the Congress of Delegates and the Board 
of Directors. 

For the warm encouragement, the confidence, 
and the friendship I have enjoyed from the officers, 
committees, and members with whom I have had 
the privilege of working I am deeply grateful. Any 
words of appreciation would fall short of expressing 
my true feelings. 

In my position as your executive officer I shall 
strive always to reflect the dignity of the profession 
which I serve and to be of maximum usefulness to 
the organization I represent. It is my hope that, as 
we convene in this session and in other sessions to 
follow, we can truthfully repeat the remarks of 
William Osler, quoted in his farewell address upon 
leaving this country for England: 


I have loved no darkness, 
Sophisticated no Truth, 
Nursed no delusion, 
Allowed no fear. 


—Mac F. 
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In Tue last five years, 7,442 American postgrad- 
uate courses have covered all branches of medi- 
cine. For the most part, they were not courses 
leading toward specialization; rather, they were 
intended for the general practitioners who com- 
prise the majority of our 180,000 doctors. 
Courses were held in 32 states and had a total 
enrollment of 347,273. In the school year of 


1949-1950 alone, there were 1,370 postgraduate 
programs, with a total attendance of 75,318. 
We do not know precisely how many physi- 
cians these figures represent. However, it is ob- 
vious that a large proportion of the country’s 
practicing physicians are seizing the opportunity 
to enhance their medical knowledge and skill.— 
Donatp G. Anperson, M.D., Today's Health. 
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Your president has had the opportunity of visiting 
several state chapters and many interesting obser- 
vations have been gathered as a result of the visit to 
each of these organizations. 

All are interested, are working hard, and are de- 
veloping leadership in their own state. It has been 
my privilege to have visited each of the four Sci- 
entific Assemblies of my own state. The fifth is 
planned for September of this year. Dr. J. B. Gray 
is the fourth president and Dr. M. C. Wiginton 
will be installed in September as the fifth. I have 
visited two of Mississippi's state meetings and they 
have just had their third. Dr. S. S. Kety, their first 
president and Dr. S. Johnson, their present presi- 
dent are really doing a bang up job in their state. 

It has been my pleasure to visit Alabama, Ar- 
kansas, California, Georgia, North Carolina, Okla- 
homa, and Virginia at their state meetings and one 
local chapter in Memphis, Tennessee. Many of the 
men in these states are doing an excellent job. Bill 
Dozier and J. Paul Jones are really putting Ala- 
bama on the map. Georgia is fortunate in having 
the Deans of the two medical schools (University 
of Georgia and Emory University) definitely on 
our side. Arkansas really has able leadership in 
Fount Richardson and L. H. McDaniel. Our own 
Bob Robins is also helping to do a good job up 
there. It has also been my good fortune to help or- 
ganize the Oklahoma Chapter in 1947 and they 
are holding their own with such men as James 
Petty and Malcom Phelps. 

At a regional meeting at Memphis, Tennessee, 
I was agreeably surprised at the 60-odd men gath- 
ered for a dinner engagement at the University Club 
under the sponsorship of D. H. James. Virginia 
had their first Scientific Assembly this year at Rich- 
mond. Their registration at their Scientific Assem- 
bly was almost double their total number of mem- 
bers. Certainly their very able Secretary Ed Had- 
dock was a great influence behind their highly suc- 
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A MESSAGE FROM THE PRESIDENT 


cessful meeting. Ira Hancock is their very capable 
president. Our own John Boyd still has a great deal 
of interest in the affairs of the Virginia chapter. 

The largest meeting I have attended was the 
California Chapter last November in Sacramento. 
They had well over 900 out of a total membership 
of 1,500. They have a full-time secretary, publish a 
state bulletin, and are really developing a chapter 
that should be the envy of every other organization 
in the country. With such men as Fred Ewens, 
“Pop” Heron, Dave Dozier, Francis Hodges, John 
Walsh, and many others at the head of the chap- 
ter they are really going places. Our own ex-presi- 
dent Stan Truman was highly honored at their 
meeting. One of the last to get in action was the 
Minnesota Chapter. It was my privilege to meet 
with this state group in April of this year. As some 
of us recall many of the Minnesota group were 
members of the organization, The American Col- 
lege of Physicians and Surgeons, which combined 
with us in November, 1947. They were willing to 
give up their assets and identity and go in with 
us because they felt like ours was a bigger and bet- 
ter cause. It was good to see men like Dr. Ritt, their 
president, Dr. Hasset, Dr. Del Plaine, and Dr. 
Fogelberg at the helm of the organization. 

It has been my privilege to visit six state organ- 
izations whose registration at their annual assem- 
bly was greater than their total state membership. 
They are Alabama, Arkansas, Louisiana, Minne- 
sota, North Carolina, and Virginia. This seems sig- 
nificant to me. It means that we have an interested 
group in these states. Their membership must of 
necessity increase during the rest of their year. 

I have planned to visit many more states this 
year. 1 hope that in the future I can give you a 
report on these. I am very much pleased with every- 
thing I have seen. I am sure that the Academy has 
a great future and will have capable leaders at the 


helm. —J. P. Sanvers, M.D., President 
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Sponsored Exclusively for Members of the 
AMERICAN ACADEMY OF GENERAL PRACTICE 


Now, YOU too, can have the incomparable benefits of Group Insurance—at 
LOW cost! 


Your officers have had the wisdom and foresight to sponsor a Group Plan of In- 
come Protection so that you can get the best available coverage. Underwritten by 
CONTINENTAL CASUALTY COMPANY of Chicago, your Group Plan provides you with 
broad, low-cost and dependable protection—a foundation for your program of economic 
security. 


Act QUICKLY during the charter enrollment period so the Plan will have full 
support of the members. 


Administered by PROFESSIONAL MEN’S INSURANCE AGENCY, INC. 
1509 Continental Building Saint Louis 8, Missouri 
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As THE various state campaigns for contributions 
to the Permanent Building Fund gain momentum, 
there inevitably arise 2 number of questions about 
various phases of the program. State Committee 
Chairmen, already giving generously of their time 
and energy to this important project, find little 
spare time to adequately answer these questions in- 
dividually. At the request of Dr. John R. Fowler, 
Chairman of the National Building Fund Commit- 
tee, we are publishing here information covering 
points which some Academy members have raised. 

If any member of the Academy has any other 
question which is not covered here, either Dr. 
Fowler or the headquarters office will be glad to 
answer it. 


WHY DO WE NEED 
OUR OWN BUILDING? 

Current membership of the AAGP stands at ap- 
proximately 14,000 and will, undoubtedly, pass the 
20,000 mark within the next year. This steady 
growth in membership is paralleled by constantly 
increasing demands on the national headquarters 
organization for services to individual members and 
to component chapters, as well as services in the 
interest of the Academy as a whole, and of the field 
of general practice. This increase in functions will 
inevitably require increases in personnel and pro- 
portionate increases in floor space for both working 
areas and record maintenance. The national head- 
quarters organization is currently occupying all of 
the space available to it in the present location. 

In addition to the practical problem of operating 
the Academy’s business efficiently, there is, of 
course, the pride and feeling of prestige which will 
accrue to every Academy member through the real- 
ization that his organization is important enough 
(and so firmly established in the family of organ- 
ized medicine) that it deserves an edifice as its 
permanent national headquarters which will be rep- 
resentative of the family physician’s importance in 
the profession. 


HOW MUCH MORE SPACE 
IS NEEDED? 


The present national headquarters office occupies 
an area of 4,400 square feet, which would be equiv- 
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QUESTIONS AND ANSWERS ABOUT 
THE PERMANENT BUILDING FUND 


alent to a room measuring less than 45’ x 100’. 
Consultants in business office management have 
indicated that this is less than one-half the floor 
space usually considered essential to assure efh- 
cient operation by a staff of some thirty-five people 
performing as many different functions as does our 
national organization. To provide for the inevitable 
continued growth of national headquarters per- 
sonnel and functions, they recommend a building 
containing a minimum of 15,000 square feet. 


WOULD IT BE CHEAPER TO CONTINUE 
TO RENT OFFICE SPACE? 

The Academy is now paying $14,000 a year for 
the space it currently occupies. There is every rea- 
son to believe that this amount will be increased 
when present leases terminate in 1952. If con- 
tinued increase in space requirements should neces- 
sitate removal from the present building, the Acad- 
emy would have to secure space in one of the 
downtown office buildings in Kansas City, where 
the per square foot rental scale runs as much as 
35 per cent higher than at the present location. 


WHAT IS THE ESTIMATED COST OF 
A PERMANENT NATIONAL HEADQUARTERS? 
Architects have made preliminary studies of the 
Academy's needs and have estimated that, depend- 
ent upon the price of building materials, a building 
could be constructed at a cost of between $150,000 
and $225,000. They indicate that the lower figure 
would provide for a plain, rather unpretentious but 
“adequate” structure, and that features of modern 
distinctive design which would stand out as a 
“monument” to general practitioners could be pro- 
vided in proportion to the additional funds which 
might be available. It is the intent of the Board of 
Directors, of course, to plan for a building that is, 
on the one hand, within the means of the Acad- 
emy and its membership, and that on the other 
hand will be a credit to the organization and a mat- 
ter of pride to every member. It is also their desire 
to provide sufficient floor space and the proper 
modern equipment and facilities so that the affairs 
of the Academy and of GP can, for years in the fu- 
ture, be handled with a maximum of business ef- 
ficiency. 
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orthoxine 
hydrochtoride 


The bronchodilating, antispasmodic and 
decongestive effects of Orthoxine* Hydro- 
chloride [beta- (orthomethoxypheny)) - 
isopropyl-methylamine hydrochloride] 
are useful in the treatment of bronchial 
asthma. In usual therapeutic and prophy- 
lactic doses Orthoxine Hydrochloride 
exerts minimal vasopressor, cardiac and 
central nervous system side effects. 


Supplied in 100 mg. scored tablets 
in bottles of 100 and 500. 


* Trademark, Reg. U. S. Pat. Off. 


Medicine...Produced with care... Design 


THE UPJONN COMPANY, KALAMAZOO 989. MICHIGAN 
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HOW MUCH CASH WILL BE REQUIRED 
BEFORE CONSTRUCTION CAN START? 

The National Building Committee has estimated 
that approximately one-third of the anticipated cost 
should be on hand before construction begins. Dr. 
Fowler, Chairman of the Committee, has expressed 
the hope that, if possible, approximately a second 
third of the total amount will be represented at that 
time by committments from Academy members in 
the form of pledge contributions for the years 1952 
and 1953. The balance can be financed without dif- 
ficulty and secured by notes against the national 
organization, to be paid off in yearly amounts 
equivalent to at least the present annual rental paid 
for the quarters now occupied. 


WHAT IS THE AMOUNT OF MONEY 
IN THE BUILDING FUND 
AT THE PRESENT TIME? 

The contributions from state chapters and from 
individual members now total $9,743.50. The con- 
tributions from commercial firms, $2,475, making 
a total of $12,218.50. In addition to this amount, 
the Board of Directors have transferred from the 
general treasury, a sum of $20,000 for the purchase 
of the property on which the building will be 
erected. 


COULD PART OF THE BUILDING COST 
BE MET FROM PRESENT MEMBERSHIP DUES, 
OR OTHER ACADEMY INCOME SOURCES? 


Of the $15 annual dues which each member 
pays to the American Academy of General Prac- 
tice, $5 provides for his annual subscription to GP 
(the regular subscription price being $10). The re- 
maining $10 provides for the operation of the na- 
tional organization and its services to individual 
members and constituent state chapters. It is ques- 
tionable whether any appreciable portion of these 
annual dues could be earmarked to the permanent 
building fund at the present time, without seri- 
ously hampering the functions of the national 
organization. 

It is the hope of the Board of Directors and of 
the Publication Committee for GP that the maga- 
zine will eventually become sufficiently profitable 
in its operation that some of the “proceeds” might 
be allocated to the payment of the building indebt- 
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edness. It has been wisely decided, however, that 
for the immediate future, any profit produced by 
the publication should be “plowed back” into the 
magazine itself to firmly establish it as the finest 
quality publication in the field of medical journal- 
ism. Care must also be taken, of course, to see that 
GP does not become established as a profit-making 
venture, in the normal commercial sense of the 
word, since its income would then become subject 
to heavy taxation by the Federal government. 

Several commercial organizations have made vol- 
untary contributions to this fund, but few phar- 
maceutical houses or equipment manufacturers 
have budgetary provision for this sort of expendi- 
ture. In the opinion of the Committee and of the 
Directors, the amounts which could be obtained 
by an active solicitation of these firms would not 
justify the accompanying feeling of moral obliga- 
tion to contributing firms—or the loss of a sense of 
independent pride on the part of Academy members. 

This project, they feel, is a rare opportunity for 
general practitioners to demonstrate to the rest of 
the medical fraternity that the family doctor is self- 
reliant, progressive, and financially capable of sup- 
porting his Academy without soliciting aid from 
any outside source. 


WHY BE PROUD OF OUR OWN BUILDING? 


The American Academy of General Practice is, 
basically, an idea—a spirit that demanded a voice— 
a belief in the importance of general practice which 
could no longer be denied recognition. Because the 
time and conditions called for it, the birth of this 
organization was inevitable and its phenomenal 
growth easily understandable. The Academy is the 
biggest “news” in organized medicine, already ac- 
cepted as the champion of the majority of the na- 
tion’s physicians. 

But a Voice needs a physical expression. A Spirit 
or Belief requires a symbol as a rallying point—as 
concrete evidence of its existence. That is the sec- 
ond big reason for our own National Headquarters 
Building—proof to the world that the American 
Academy of General Practice is here to stay, that 
it has attained stature and maturity and dignity, 
that it is a potent force for advancement in the 
world of medicine. Such a structure will be the 
symbol of the general practitioner as the key figure 
in the medical profession. 
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On the subject of 


“meat” in the diet 


MEAT PIE... 
Gerber's Style 


1 can Gerber’s Junior 1/2 
cup mashed 
(Chopped) Beef, Veal (add 


or Liver diet permits) 


il r Cl Butter a small, individual 
‘ casserole. Place 
0 e a pe of the mashed potatoes in bottom of the “aoe 


Top with the chopped meat. Ss 
- Spoon remaini 
of the mashed potatoes in mounds around the ad 
po Bn “a leaving a little of the meat 
wing. Bake in a moderate ove ad 
is lightly browned. 


is worth a thousand words! 


You can frequently get patients to [~~ ~_ 
eat the Strained or Junior Meats they 
need by giving them recipes to follow. 


FREE for use with patients. 
Gerber’s “Special Diet Recipes” 
booklet offers recipes for 
Bland, Soft, Mechanically Soft 


For example, the recipe shown here | 
and Liquid Diets. For your | 


will add approximately 23 grams of 
non-hydrolized meat proteins to an ‘ 
older patient’s diet and do it in an appe- ee +t Dept. 107-1, Fremont, Mich. 
tizing, taste-satisfying way. Many such 4 ® 
recipes are in Gerber’s 44-page “Special 
Diet” Recipe Book. 


Gerber’s Strained and 
Junior Meats are lean meats, 
particularly easy to digest because they 
are free from coarse, connective tissues 
and low in fat content. They are pre- 
pared from high-quality Armour cuts, 
cooked to retain true-meat flavor and 
high nutritional values. With all this, 
they cost less than meats cooked and Meats, Vegetables, Fruits, Desserts—over 50 Varieties— 
scraped at home. Strained and Junior 
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May 26 at the Palmer House in Chicago, 
officers of the American Academy of General Practice 
and some ninety other guests attended the first showing 
of the Tele-Clinic sound motion picture which was made 
during the San Francisco Assembly. Tele-Clinic films are 
a new service to the medical profession by Wyeth In- 
corporated of Philadelphia. These movies with sound, of 
which this is the second, feature abstracts of scientific 
papers presented before medical meetings of national 
significance. Members of the Academy may take con- 
siderable pride in the fact that our Assembly was one 
of three selected for filming during 1951. 

Attending the premiere showing as official represent- 
atives of the Academy were President J. P. Sanders; 
Chairman of the Board, W. B. Hildebrand; former presi- 
dents, Stanley R. Truman and Paul A. Davis; Treasurer, 
U. R. Bryner; Executive Secretary, Mac F. Cahal; Editor, 
Walter C. Alvarez; and members of the Academy’s Pub- 
lication Committee including Arthur N. Jay, chairman, 
H. L. Hartley, and A. R. Marsicano. Other guests in- 
cluded officers of the Illinois Academy and of local 
chapters in and near Chicago. The A.M.A. was repre- 


sented by Dr. George Lull and five members of his staff. 
Reporters from all the Chicago newspapers were also 
present. 


Actual showing of the film was preceded by refresh- 
ments and an attractive buffet luncheon. At the con- 
clusion of the meal, Mr. Cahal described some of the 
steps by which plans for the film were developed; Presi- 
dent Sanders thanked the Wyeth Company for their 
co-operation; and Mr. D. J. Withington, Wyeth execu- 
tive, explained why his organization feels these medical 
meeting films are a constructive contribution to medical 
postgraduate education. 

Through the co-operation of Wyeth and of Audio 
Produciions, producers of the film, we are able to re- 
produce in this special section of GP a number of “stills” 
from various portions of Tele-Clinic No. Il. 


The two pictures below are not part of the film, but were taken at the Chicago premiere. Shown at the left is a portion of the 
audience of over 90 persons who attended. It is pertinent that every guest, without exception, had high praise for the pro- 
fessional quality of the film and for the smooth way in which “lecture nuggets’’ were interwoven with scenes of the Academy 


in action. 


Right: Dr. W. B. Hildebrand, board chairman, Dr. J. P. Sanders, president, and Mr. Mac F. Cahal, executive sec- 


retary, discuss with Mr. D. J. Withington, Wyeth assistant director of sales, the plan whereby 55 prints of the film will be 
made available for state and local chapter meetings, as well as for county medical society programs and hospital staff meet- 


ings. It is estimated that nearly 60,000 physicians will see this film in the next 8 or 9 months. 
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THE City by the Golden Gate was 
host to several thousand physicians 
from all parts of the United States 
who attended the 1951 Scientific 
Assembly of the American Acad- 
emy of General Practice. 


THE Civic Auditorium in San Fran- 
cisco was the zone of activity for 
the scientific sessions. The technical 
and scientific exhibits, co-ordinated 
with the study program, were held 
here. 


HEAVY registration of physicians 
and their guests evidenced marked 
interest in the program which in- 
cluded many novel features de- 
signed especially for the general 
practitioner. 


THE Board of Directors, with Chair- 
man Arch Walls presiding (center), 
met in executive session to plan for 


the future and to guide the welfare. 


of the Academy. 
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THE business sessions of the Con- 
gress of Delegates were called to 
order by Speaker R. B. Robins. 
Representatives came from the vari- 
ous states, the District of Columbia, 
and the Territory of Hawaii. 


DR. STANLEY R. TRUMAN, presi- 
dent of the Academy, delivers his 
annual address to the Congress of 
Delegates, concluding a most suc- 
cessful term of office. 


IN HIS annual report to the Con- 
gress of Delegates, Mr. Mac F. 
Cahal, executive secretary, reviews 
the fundamental principles and be- 
liefs of the American Academy of 
General Practice. 


WITH the opening of the scientific 
program of the Third Annual As- 
sembly, physicians gathered in the 
auditorium to hear the outstanding 
speakers and the panel discussions. 
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DR. L. J. HOWARD, JR., Assistant 
Clinical Professor of Medicine at 
Stanford University, discusses office 
surgery for injuries of the hand. 


“COMMON Rheumatic Disorders” 

was the subject of the address pre- 

sented by Dr. Richard H. Freyberg, 

Associate Professor of Internal 

Medicine, Cornell University Medi- . 
cal College. 


MODERATOR of the panel on 
“Counseling Factors in Family Life” 
was Dr. George T. Harding, Presi- 
dent of the College of Medical 
Evangelists at Los Angeles. 


el 


THIS panel, consisting of the mod- > 
erator and six participants, pre- 
sented a lively discussion of the 
modern American family and the 
problems confronting it. 


> 


Any member of the Academy desiring to schedule a 
showing of this film should write to the Academy head- 
quarters, 406 West 34th Street, Kansas City 2, Mo. The 
inquiry will be forwarded promptly to the proper Wyeth 
divisional office and the manager there wil! arrange the 
details. Please include with your request the proposed 
date, hour, and place of your meeting, the name of the 
group or organization which will attend, the probable 
number of the audience, and whether you have a 16 
mm. sound projector available. 


ONE of the pariel speakers was Dr. 
Dorothy Baruch (left), consulting 
psychiatrist practicing in Beverly 
Hills, California. Another was Dr. 
Evelyn M. Duvall of Chicago (right). 


DR. DUVALL (left), Executive Sec- 
retary of the National Council on 
Family Relations, and Dr. William 
C. Menninger, General Secretary of 
the Menninger Foundation in Tope- 
ka, Kansas. 


TWO other participants on the 
panel were Dr. Paul Popenoe of 
Los Angeles, Director of the Insti- 
tute on Family Relations (left), and 
Dr. Stanley R. Truman (right). 


PANEL speaker Dr. Nadina 
Kavinoky practices in Los Angeles 
where she is connected with the 
Department of Gynecology of the 
College of Medical Evangelists. 
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DR. RUSSELL R. DEALVAREZ, Pro- 
fessor of Obstetrics and Gynecol- 
ogy, University of Washington 
School of Medicine, Seattle, pre- 
sented a resume on toxemias of 
pregnancy. 


“OUR Geriatric Patients” was the 
subject of a discussion presented 
by Dr. Richard A. Kern, Professor 
of Medicine, Temple University 
School of Medicine, Philadelphia. 


PARTICIPANTS in the panel discus- 
sion on “Functional Disorders in 
Medical Practice’ were (left to 
right): Dr. Walter C. Alvarez, mod- 
erator, Drs. O. Spurgeon English, 
Richard Kern, Ralph Bowen, Robert 
Mercer, George Harding, and 
Stewart Wolf, Jr. 


THE entire scientific program pre- 
sented by the capable and notable 
guest speakers was well received 
by the general practitioners who 
convened in the Auditorium. 
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ONE of the many sights viewed by 
the physicians and guests attending 
the Assembly was the attractive 
“GP” floral display. 


THE Ladies’ Entertainment Commit- 
tee held a luncheon and fashion 
show at the Fairmont Hotel for 
the wives and guests of the physi- 
cians. Picture shows only a part of 
group. 


THE ladies are shown leaving the 
Fairmont Hotel after the luncheon 
and fashion show. Mr. John Mouber 
acted as commentator for the show 
which featured the latest Spring 
styles. 


ANOTHER event prepared by the 
Ladies’ Entertainment Committee for 
the visitors was a tour of the city 
which terminated for tea at the M. 
H. de Young Memorial Museum. 
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THE social program of the Assem- 


e bly was climaxed by the Annual 
3 Banquet held in the Garden Court 
a of the Palace Hotel. On the dais 
me | were the officers and directors and 
their wives. 


A HiGHLIGHT of the evening was 
the installation of the newly-elected 
president, Dr. J. P. Sanders. Dr. 
Stanley Truman, retiring president 
(right), presents the gavel to Dr. 
Sanders (left). 


ACTING as toastmaster for the clos- 
ing social event was Dr. Ivan C. 
Heron. Dr. Heron paid high tribute 
to the officers and directors of the 
Academy. 


MR. ROBERT R. GROS of San Fran- 
cisco, well-known interviewer, lec- 
turer, and world traveler, was the 
guest speaker at the banquet. Mr. 
Gros’ subject was “What of To- 
morrow?” 
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To overcome deficiency of estradiol in the 

— _ elimination of some of the symptoms as with 

— _ the use of substitutes for natural estrogen. 

EA the true follicular hormone for genuine re- 

— turn to normal—a sense of health and well- 

A being, in addition to relief of vasomotor and 

Available in forms suitable for intramuscular injec- 

= tion, oral and buccal administration, pellet implan- 
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NEWS FROM THE STATE CHAPTERS 


The Pennsylvania chapter held its annual con- 
vention May 25 to 27 at Bedford. Speakers were 
Dr. Philip Thorek of C hicago; Dr. Charles Bailey 
and Dr. William Jeffers of Philadelphia; and Dr. 
Roger Scott of Cleveland. Dr. Benjamin Schneider 
was elected president to succeed Dr. J. J. Bellas. 
Other officers are: Harry K. Marcy, Jr., M.D., vice- 
Merski, M.D., 
Eshbach, M.D., 


president; Anthony T. 
and Horace W. 
treasurer. 

Annual meetings have recently been held by 
several other chapters. At the fifth annual meeting 
of the Greater Kansas City (Missouri) chapter 
presented May 24, Dr. Paul Quistgard was elected 
president for the coming year, and Dr. P. J. O'Con- 
nell, vice-president. Dr. Marty Cortner and Dr. 
Paul Wright were re-elected treasurer 


president- 


elect; secretary- 


and secre- 
tary, respectively. A “General Practitioner of the 
Year” award was presented to Dr. G. H. Jones. Dr. 
Joseph Getelson, president, reported that with two 
exceptions, every hospital in Kansas City now has 
a functioning department of general practice. 

The Connecticut chapter held a joint meeting 
with the Connecticut Rheumatism Association dur- 
ing the annual meeting of the State Medical So- 
ciety in Stratford, May 1 to 3. 

Dr. J. P. Sanders and Dr. Walter C. Alvarez 
were guest speakers at a recent meeting of the 
Minnesota chapter held in conjunction with the 
Minnesota State Medical Association in Rochester 
(See cut). According to an article in the Minne- 
apolis Star about the Minnesota chapter, and about 
Dr. Sanders and Dr. Alvarez, “Perhaps the liveliest 
group of doctors attending the 98th annual meeting 
of the Minnesota State Medical Association is the 
Minnesota: chapter of the American Academy of 
General Practice.” 

Plans are well underway for the three-day meet- 
ing of the Wlinois chapter, according to Dr. 
Rosanna N. McKenney, chairman of the local Com- 
mittee on Arrangements. The convention will be 
held October 14 to 16 in Chicago. 

On September 10 and 11 in Houston, the Texas 
chapter will present its second annual assembly. 
In addition to the outstanding lecturers, technical 
and scientific exhibits will be presented. 

Dr. Irvin Klein, associated with 
the New York State Compensation Commission, 


a cardiologist 
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Dr. J. P. Sanders, president of the tional Academy 


(left), and Dr. Walter C. Alvarez, editor of GP (right), 
shown with Dr. A. E. Ritt, president of the Minnesota 
chapter (center) at a recent meeting of the Minnesota 
chapter in Rochester. 


Was guest speaker at a recent meeting of the Dela- 
ware chapter. Dr. J. Jesse Selinkoff, 
dent, informs us that a graduate course in electro 
cardiographic interpretation will be given by the 
cardiology staff of Hahnemann Medical College of 
Philadelphia in one of the Wilmington hospitals. 

In Columbus, September 22 and 23, the Ohio 


vice presi 


chapter will present its annual scientific session. 
The Michigan State Medical Society will pre 

sent its 86th annual session September 24 to 28 

in Grand Rapids. 

Practitioners Study Club Interna 

tional will hold its annual convention in 

12 and 13. 


The Greater 
Jome, 


Italy, September Interested members 


Dr. Lloyd M. Southwick, newly-elected president of the 
Valley Academy of General Practice (extreme left), wel- 
comes (left to right) Drs. Wm. V. Leary, instructor, B. H. 
Bayer, secretary-treasurer of the Texas chapter, and 
Wm. D. Seybold, instructor, to the postgraduate seminar 
presented in McAllen, May 17, by the Texas chapter in 
co-operation with the University of Texas. 
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The Pennsylvania chapter held its annual con- 
vention May 25 to 27 at Bedford. Speakers were 
Dr. Philip Thorek of Chicago; Dr. Charles Bailey 
and Dr. William Jeffers of Philadelphia; and Dr. 
Roger Scott of Cleveland. Dr. Benjamin Schneider 
was elected president to succeed Dr. J. J. Bellas. 
Other officers are: Harry K. Marcy, Jr., M.D., vice- 
president; Anthony T. Merski, M.D., president- 
elect; and Horace W. Eshbach, M.D., secretary- 
treasurer. 

Annual meetings have recently been held by 
several other chapters. At the fifth annual meeting 
of the Greater Kansas City (Missouri) chapter 
presented May 24, Dr. Paul Quistgard was elected 
president for the coming year, and Dr. P. J. O’Con- 
nell, vice-president. Dr. Marty Cortner and Dr. 
Paul Wright were re-elected treasurer and secre- 
tary, respectively. A “General Practitioner of the 
Year” award was presented to Dr. G. H. Jones. Dr. 
Joseph Getelson, president, reported that with two 
exceptions, every hospital in Kansas City now has 
a functioning department of general practice. 

The Connecticut chapter held a joint meeting 
with the Connecticut Rheumatism Association dur- 
ing the annual meeting of the State Medical So- 
ciety in Stratford, May 1 to 3. 

Dr. J. P. Sanders and Dr. Walter C. Alvarez 
were guest speakers at a recent meeting of the 
Minnesota chapter held in conjunction with the 
Minnesota State Medical Association in Rochester 
(See cut). According to an article in the Minne- 
apolis Star about the Minnesota chapter, and about 
Dr. Sanders and Dr. Alvarez, “Perhaps the liveliest 
group of doctors attending the 98th annual meeting 
of the Minnesota State Medical Association is the 
Minnesota: chapter of the American Academy of 
General Practice.” 

Plans are well underway for the three-day meet- 
ing of the Wlinois chapter, according to Dr. 
Rosanna N. McKenney, chairman of the local Com- 
mittee on Arrangements. The convention will be 
held October 14 to 16 in Chicago. 

On September 10 and 11 in Houston, the Texas 
chapter will present its second annual assembly. 
In addition to the outstanding lecturers, technical 
and scientific exhibits will be presented. 

Dr. Irvin Klein, a cardiologist associated with 
the New York State Compensation Commission, 
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NEWS FROM THE STATE CHAPTERS 


Dr. J. P. Sanders, president of the national Academy 
(left), and Dr. Walter C. Alvarez, editor of GP (right), 
shown with Dr. A. E. Ritt, president of the Minnesota 
chapter (center) at a recent meeting of the Minnesota 
chapter in Rochester. 


was guest speaker at a recent meeting of the Dela- 
ware chapter. Dr. J. Jesse Selinkoff, vice-presi- 
dent, informs us that a graduate course in electro- 
cardiographic interpretation will be given by the 
cardiology staff of Hahnemann Medical College of 
Philadelphia in one of the Wilmington hospitals. 

In Columbus, September 22 and 23, the Ohio 
chapter will present its annual scientific session. 

The Michigan State Medical Society will pre- 
sent its 86th annual session September 24 to 28 
in Grand Rapids. 

The Greater Practitioners Study Club Interna- 
tional will hold its annual convention in Rome, 
Italy, September 12 and 13. Interested members 


Dr. Lloyd M. Southwick, newly-elected president of the 
Valley Academy of General Practice (extreme left), wel- 
comes (left to right) Drs. Wm. V. Leary, instructor, B. H. 
Bayer, secretary-treasurer of the Texas chapter, and 
Wm. D. Seybold, instructor, to the postgraduate seminar 
presented in McAllen, May 17, by the Texas chapter in 
co-operation with the University of Texas. 
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Now— A Simplified Plan 
for Arrest of Functional Uterine Bleeding 


Ist DAY (all cases) MN 


1 TUBEX* 
IF BLEEDING STOPS IF BLEEDING PERSISTS 
WITHIN 12 HOURS MORE THAN 12 HOURS 


2NnD DAY 


1 TUBEX 


3rp DAY 


1 TUBEX 


4TH DAY 


5TH DAY 


1 TUBEX 


Withdrawal bleeding occurs 1 to 6 days after cessation of therapy, and will last 
4 or 5 days. Plan cyclic hormone therapy to institute normal bleeding cycle. 
*if bleeding is severe, two Tubex are given the first day. 


TRISTERONE offers a system of treatment which combines 


e A clear-cut dosage schedule 

e A combination of hormones in adequate dosage 

e@ The convenience and simplicity of TUBEX® method of injection 
@ Clinical confirmation of effectiveness. 

“Satisfactory arrest of uterine bleeding occurred within 24 hours 


after beginning of therapy in 48 (84.2%) patients, and within 72 
hours in all (100%) patients with functional uterine bleeding’! 


TRISTERONE is an aqueous suspension of 
Progesterone 
Testosterone 


in each TUBEX. Each package contains 3 TUBEX and 3 sterile 


needles. 
Literature will be sent to physicians on request 


TRISTERONE 


(Crystalline Progesterone, Testosterone, and Estrone Wyeth) 
1. Greenblatt, R. B. and Barfield, W. E.: “The Therapy of Functional Uterine Bleeding.” Read before the 


Rowan-Davie Chapter Acad. Gen. Practice, Salisbury, N.C., April 24, 1951. 
*Trade-mark 


Wyeth Incorporated e« Philadelphia 2, Pa. 
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may write Dr. John O'Connell, 10300 Lackland 
Road, St. Louis 14. 

Two scientific programs of interest to general 
practitioners were presented at the University of 
Colorado Medical School in June. The Medical 
Alumni Association held a two-day program on 
June | and 2. On June 4 and 5, the annual Colo- 
rado Intern-Resident Clinics were held at the 
Medical School. 

A one-day seminar, sponsored by the Texas 
chapter in co-operation with the University of 
Texas postgraduate school of medicine, was held 
May 17 in McAllen (See page 131). Included on 
the program were lectures and discussion periods. 
Following the seminar, a meeting was held to or- 
ganize the Valley Academy of General Practice. 

The Chicago Medical Society is sponsoring two 
postgraduate courses this fall. On October 15 to 19, 
a course on “Metabolic and Endocrine Disorders” 
will be given and on October 22 to 26, “Obstetrics 
and Gynecology” will be the subject. These will be 
presented in Thorne Hall at Northwestern Univer- 
sity Medical School. 

For information concerning the postgraduate re- 
fresher courses offered by the University of Louis- 
ville School of Medicine and the Kentucky State 
Medical Association write H. L. Clay, Jr., M.D., 
Director, 323 East Chestnut St., Louisville. 

A series of general practice seminars is being 
presented by the Franklin County (Ohio) chapter 
in collaboration with the College of Medicine, 
Ohio State University. The courses will be held 
every other Sunday morning during the year at 
the Medical School. 

The New Hampshire chapter sponsored a 
seminar on “Neurology,” conducted by Drs. Bert- 
ran Selverstone and John Sullivan of N.E. Center 
Hospital and Pratt Clinic, May 13 at the State 
Hospital in Concord. 

At the recent annual meeting of the Florida 
chapter, Dr. Elmer E. Leitner was elected presi- 
dent, Dr. Norris M. Beasley, president-elect, Dr. R. 
R. Killinger, vice-president, and Dr. L. Paul Foster, 
secretary-treasurer. 

A bright, new chapter publication with an at- 
tractive format has appeared on the scene. The 
May issue marks Volume 1, Number 1 of The 
Family Physician, published by the Illinois chap- 
ter. Dr. H. Marchmont-Robinson is Executive 
Editor and Dr. Ralph C. Aiken, Editor. 

In its May issue, the Tar Heel Practitioner, pub- 
lication of the North Carolina chapter, paid a 
tribute to Dr. Roscoe D. McMillan of Red Springs. 
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Dr. McMillan, one of the founders of the chap- 
ter, served as secretary-treasurer of the group from 
May, 1948, until August, 1950. At the present 
time, he is serving as president of the North Caro- 
lina Medical Society. 

Dr. Frederic Ewens, past president of the Cali- 
fornia chapter, Dr. Dave F. Dozier, president, and 
Dr. Stanley R. Truman, past president of the na- 
tional Academy, are pictured on the cover of the 
Spring issue of Progress, publication of the Cali- 
fornia Physician’s Service. All are members of the 
CPS, and Dr. Ewens serves on the Board of Trus- 
tees. Dr. Francis T. Hodges, secretary-treasurer of 
the California chapter, has recently been elected 
a trustee of CPS. 

Dr. Ewing S. McLarty, president of the Galves- 
ton branch of the Texas chapter, was the subject 
of an extensive article published in a recent issue 
of Galveston Isle, a resort publication of Galveston. 

Dr. Gilbert B. Saltonstall, a member of the 
Michigan chapter and Chief of Staff of Charlevoix 
Hospital, has recently been appointed Councillor of 
the 9th District of the State Medical Society. 

In the May issue of the Texas State Journal of 
Medicine, there is an editorial about Dr. Allen T. 
Stewart, a member of the Texas chapter and pres- 
ident of the Texas Medical Association. He was 
installed May 2 in Galveston at the concluding 
meeting of the annual session of the Association. 

Dr. Max Cheplove, president of the Erie County 
(New York) chapter participated in a panel dis- 
cussion entitled “The Doctor, the Hospital and 
the Community” presented May | as one feature of 
the annual five-day meeting of the Medical Society 
of the State of New York. 

Newly-elected officers of the North Carolina 
chapter are: president, Dr. V. H. Duckett; presi- 
dent-elect, Dr. Amos N. Johnson; vice-president, 
Dr. J. L. Fritz. Dr. J. R. Bender was re-elected sec- 
retary-treasurer. 

In order to carry out the functions of the Re- 
gional Activities Committee, the Massachusetts 
chapter has divided its members into eighteen local 
committees with district chairmen. Each local com- 
mittee member and his wife will meet once a month 
for luncheon. It is hoped that these gatherings will 
stimulate friendships and develop co-operative ef- 
forts among the members. 

On May 1, the American Foundation of Occu- 
pational Health took over the evaluation and ap- 
proval of medical services in industry which have 
been conducted by the American College of Sur- 
geons for the past 20 years. 


ERTENSIVE PATIENTS. 


Successful therapeutic results with VERATRITE in essential hypertension are 
measured in terms of a fall in blood pressure, effective relief of symptoms 
and rehabilitation of the patient to a useful, productive life. 

The most significant effects of VERATRITE are circulatory improvement 
and a new sense of well-being for the patient. Furthermore, Veratrite 
exhibits a wide range of therapeutic safety and a prolonged length of 
action without serious side-effects, due to its content of whole-powdered 
veratrum viride, Biologically Standardized. 

Supplied: Bottles of 100,500, 1000 at prescription pharmacies everywhere. 


ECONOMY IS AN IMPORTANT ADVANTAGE OF VERATRITE THERAPY 


Each VERATRITE Tabule contains: 
Veratrum Viride 3 Craw Units* 
Sodium Nitrite 

Phenobarbital Ya grain 
Beginning Dose: 2 tabules t.i.d., after 
meals. 


*Biologically Standardized for toxicity by the 
Craw Daphnia Magna Assay. 


IRWIN, NEISLER & COMPANY & DECATUR, ILLINOIS 
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BY DONALD Cc. AUSMAN, M.D. 
Milwaukee, Wisconsin 


Tue Evanceticat Deaconess Hospital is the first 
hospital in Milwaukee to formulate and put in op- 
eration a plan for a separate department of general 
practice. As a result of this program, the family 
physician has been integrated into the staff struc- 
ture in such a way that he enjoys the finest and 
most harmonious working conditions. The entire 
staff membership, consisting of both specialists and 
general men, is a firm, cohesive group, mindful 
of each other’s requirements and _ responsibilities. 
Due to this plan there is a harmony in the opera- 
tion of the hospital which is the envy of other 
hospital groups in this city. 

The Evangelical Deaconess Hospital is a gen- 
eral hospital of 138 beds and 30 bassinets. It has ap- 
proved residencies in surgery, radiology, and gen- 
eral practice; and approved schools of nursing, of 
x-ray technicians, and of medical technologists. 
There are 138 physicians on the active staff, 69 of 
whom are general practitioners, and practically all 
of these are members of the American Academy of 
General Practice. There are one or more general 
practitioners on every major and minor committee 
of the general staff—at the present time five are 
members of the Executive Committee. 

In 1947, at the suggestion of several general 
practitioners on the active staff, a meeting of all 
general men at the hospital was called. The pur- 
pose of this meeting was to find a method of im- 
proving the means of integrating the general prac- 
titioner into the staff structure so that he would 


A DEPARTMENT OF GENERAL PRACTICE 


Evangelical Deaconess is first Milwaukee hospital with general practice department. 


have an equal voice in the management of staff 
affairs, and an opportunity to obtain staff privileges 
in accordance with his qualifications. 

At that meeting plans were made to meet with 
the Executive Committee, and, if necessary, the lay 
Board of Directors to discuss and consider the for- 
mation of a general practice department which 
would have a status equal to that of all specialty 
departments, and representation on the Executive 
Committee. General practitioners on the staff were 
at that time scattered through all departments, but 
the majority of men had privileges in the division 
of general medicine. The proposed plan recom- 
mended that a chief of the general practice depart- 
ment, similar to those of other departments, should 
be appointed. All chiefs of departments are ap- 
pointed by the Chief of Staff, who is elected by 
the active staff members. 

To guarantee to all members of the general 
practice department that their position and _privi- 
leges in other departments would not be endan- 
gered, it was suggested the Executive Committee 
pass the following amendment to the by-laws: All 
general practitioners enjoying privileges in other 
departments may voluntarily transfer to the general 
practice department without losing those privileges, 
and they would have the right to transfer back to 
their original status if they so desired. 

At the meeting with the Executive Committee 
these recommended changes were discussed at 
great length, and were adopted. One of the mem- 
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prescribe 
whole bile 
| therapy with 


DESICOL 


DESICOL produces bile practically indistinguish- 


able from that normally secreted, because it 
represents whole bile with only the water 
removed. Containing all the original bile factors, 
DESICOL provides an adequate supply of bile 
in patients with biliary fistula or T-tube 


drainage and is valuable in intestinal indigestion, 


putrefaction, constipation, and other conditions 
in which bile deficiency may be a factor. 


In management of disorders of liver, gallbladder 
and biliary passages, DESICOL is prescribed 

for its action of stimulating formation and 
increasing volume and rate of flow of liver bile. 


Kapseals® DESICOL are supplied in bottles 
of 100 and 1000. 
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bers of the general practice group was appointed 
Chief of General Practice, and the Department 
of General Practice became a reality soon after. 


Function of the Credentials Committee 


Since that time, nearly five years ago, many 
other changes have been brought about. A Creden- 
tials Committee has been established. It is composed 
of the Chief of Staff, the head of the departments 
of surgery, of medicine, and of general practice, 
and the administrator of the hospital. The duty 
of this Committee is to process all new applications 
for staff membership and to make recommendations 
to the Executive Committee. It evaluates the work 
of all staff members in any department and acts on 
members’ requests for changes in status or for ad- 
vances in privileges. Such requests are first passed 
upon by the department head and then referred to 
the Credentials Committee. All promotions or de- 
motions are based upon the recommendation of 
this committee, but the final vote rests with the 
Executive Committee. 

The criteria used to evaluate promotions and 
demotions are a part of the by-laws of the staff, 
and consist of the following: (1) Demonstrated 
ability to render services for which privileges have 
been granted. (2) Loyalty to the hospital as shown 
by (a) regular attendance at staff and sectional 
meetings; (b) interest shown in the teaching pro- 
gram as it involves the general staff, interns, house 
staff, and student nurses; (c) interest and participa- 
tion in various staff, sectional, and educational 
programs; (d) utilization of hospital services; (e) co- 
operation with the hospital in the proper processing 
of medical charts and records; and (f) interest in 
obtaining necropsies. (3) The extent to which the 
member observes all rules and regulations of the 
medical staff in regard to conduct, character, and 
ethics. (4) The amount of postgraduate work and 
self-improvement accomplished since the last staff 
appointment. This includes postgraduate work in 
a recognized school and scientific meetings at- 
tended in the past twelve months. 

The active staff is now organized into the follow- 
ing departments: Surgery and its subspecialties; 
Medicine and its subspecialties; General Practice; 
Obstetrics; Gynecology; Radiology; and Pathology. 
The chiefs of these departments collectively consti- 
tute the Executive Committee which manages the 
affairs of the staff and co-ordinates work at the 
hospital. Thus the membership of the general 


practice department, like that of all departments, 
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has a representative voice in the affairs directly 
affecting it. 

Each member of the Department of General 
Practice has privileges in all other departments 
according to his interests, qualifications, demon- 
strated ability, and skills. Advancement in staff 
position is under the supervision of the Credentials 
Committee, which uses a definite system in evaluat- 
ing a member's qualifications for promotion or 
demotion. 

Any necessary disciplinary action is initiated by 
the chiefs of the departments, and matters that 
cannot be settled at that level are referred to the 
Credentials Committee and from there on to the 
Executive Committee for further and final action. 
The Executive Committee reports to the Active 
Staff of the hospital at the next meeting. 


Department of Graduate Education 


Another innovation made at this same hospital 
was the establishment of a Department of Gradu- 
ate Education. One of the members of this depart- 
ment serves as its Director, and he is also a member 
of the Executive Committee. To date the depart- 
ment has had two directors, both of whom have 
been members of the general practice department. 
The director's duty is to co-ordinate the educational 
programs for the house and medical staffs. He in 
turn appoints an assistant to formulate and super- 
vise the weekly lectures given to the interns and 
residents by the general staff of the hospital. The 
director himself arranges the programs for the gen- 
eral staff. These consist of bimonthly clinical patho- 
logic conferences, monthly conferences on_ther- 
apy, x-ray, and cancer study. In addition, he helps 
departmenta! chiefs arrange the program for their 
monthly meetings and the scientific portion of the 
monthly staff meeting. By being a member of the 
Executive Committee, this director has closer con- 
tact with staff decisions and he is thereby able to 
more closely integrate his work with that of the 
hospital staff in general. 


General Practice Residency 


A two-year general practice residency was estab- 
lished at Evangelical Deaconess Hospital which has 
proved to be a popular training program. It is one 
of the two general practice residencies in Wiscon- 
sin which has been approved by the American 
Medical Association’s Council on Medical Educa- 
tion and Hospitals. 
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SIMILAC-fed infants can “‘look good’’ in a deeper sense, 
too. Closely approximating mother’s milk, Similac pro- 
vides adequate vitamin C supply; the full array of essen- 
tial amino acids found in human milk; both folic acid 
and vitamin B,,.; and a calcium-phosphorus ratio of 14% 
to 1—as well as the advantages of zero curd tension. 


from birth to birthday... 


zero curd tension 


all important constituents so modified 
that there is no closer equivalent 


to human breast milk 


SIMILAC DIVISION - M & R LABORATORIES + Columbus 16, Ohio 
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THE 
CLINICAL EFFECT 


softness without oil—an ideal which has 


OF 
® : been the therapeutic aim in constipation 
IN 


The unique lubricoid action of 

Turicum is based on its administration as 

the fluid gel of methylcellulose, with mag- 

CONSTIPATION nesium hydroxide in less than laxative dos- 
age to maintain continued hydration within 
the bowel. 


In constipation the hydrophilic lubri- 
coid mixes with and softens the fecal con- 
tent, permitting easy elimination without 

stimulation. 

Turicum is easy to take—palatable, non- 
bloating —does not interfere with absorption of 
oil-soluble vitamins. Average dose: One or two 

tablespoonfuls at bedtime, followed by a full glass 

of water. 


Turicum is available in one pint bottles. 


j 

LABORATORIES 

DIVISION NUTRITION RESEARCH LABORATORIES, INC. 

CHICAGO 11, ILLI is 
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Feosol Tablets 


the standard iron therapy 


Feosol Elixir 
the standard liquid iron a” 


Feosol Plus now contains B,, 


Smith, Kline & French Laboratories, Philadelphia 


‘Feosol’ & ‘Feosol Plus’ T.M. Reg. U.S. Pat. Off 
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but not until the significance and the incidence 
of amebiasis were thoroughly revealed at a 
hospital staff meeting. This meeting was held 
in a large city well north of the Mason-Dixon 
line, hardly a “tropical” climate, yet the inci- 
dence was high.* 


The two staff men recognized that the 
symptom pattern of amebic dysentery fitted 
their experience of several months past and 
stool examination revealed that they, too, had 
amebiasis. A course of treatment for these phy- 
sicians with Milibis-Aralen was completely 
successful. 


Milibis — bismuth glycolylarsanilate — has 


given excellent results in thousands of cases. 
In 82.6% of patients followed parasitologi- 
cally for prolonged periods, negative stools 
were obtained consistently after 1 to 4 courses 
of Milibis. 

Because intestinal amebiasis may be com- 
plicated by extra-intestinal involvement, it is 
recommended that Aralen (chloroquine) di- 
phosphate be employed in addition to Milibis 
for the treatment of all cases of amebic in- 
fection. 

Illustrated booklet available on request. 


HOW SUPPLIED: 
Milibis, tablets of 0.5 Gm., bottles of 25; 
Aralen, tablets of 0.25 Gm., bottles of 100. 


M I L I B I S . amebacide...high in potency...low in side effects 


VN 1450 BROADWAY, NEW YORK 18, N.Y. 


*Towse, R. C., Berberian, D. A., and Dennis, E. W.: New York State Jour. Med., 50:2035, Sept., 1950. 
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A MORE 
ADEQUATE 
APPROACH TO 


MENOPAUSAL THERAPY 


fold, symptomatic relief in the manage- 

ment of the menopausal patient . . . adequate 
sedation . . . cerebral stimulation . , , control of vaso- 

motor instability. 


TRANSIBARB takes full advantage of the increasing use of a central 
nervous system stimulant combined with effective proportions of seda- 
tive medication. In addition, vitamin E is employed in the formula for 

its demonstrated efficacy in menopausal therapy. 


In geriatrics, too, TRANSIBARB tends to minimize nervous appre- 
hension in debilitated and mentally depressed patients. 


Each TRANSIBARB Capsule contains phenobarbital, (Warning: 
May be habit forming), 14 gr., d-desoxyephedrine HC1., 2.5 mg., 
and vitamin E (dl-alpha tocopheryl acetate), 5 mg. 


DOSAGE: One capsule, an hour after breakfast; one capsule, 
an hour after lunch. In exceptional cases, a third capsule may 
be given, if required, an hour after the evening meal. 


TRANSIBARB 


TRADEMARK 


Sedative—Sympathomimetic 


SUPPLIED: Bottles of 500 and 1000 capsules, 
at all drug stores. 


George A. Breon « Company 


TRANSIBARB Capsules provide three- 


Literature and 
samples to 


physicians 


on request. 


Pharmaceutical Chemists 
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the Incidence 
of Side Actions 


When side actions have proved an obstacle to proper dosage adjustment, 
Veriloid-VPM usually makes possible continuation of therapy. Containing 
per tablet Veriloid, 2 mg., phenobarbital, 15 mg., and mannitol hexanitrate, 


10 mg., Veriloid-VPM is indicated in all forms of hypertension regardless of 
- x » severity. Blood pressure is reduced by the specific hypotensive properties of 
Veriloid—a distinctive biologically assayed fraction of Vératrum viride, the 


For the physicion whe pre- vasorelaxing action of mannitol hexanitrate, and the sedative influence of 
fers plain Veriloid, this unique 


Veratrum fraction is available phenobarbital. This combination raises the nausea threshold, thus allowing 
as usual in 1, 2, and 3 mg. 


soured tablets. Yeslielé hes many patients who have been found intolerant to Veriloid to benefit from 


produced outstanding results iloid-VP 
in hypertension of all degrees, Veriloid M. 


7 _ — The average dose of Veriloid-VPM is one to one and one-half tablets four 
wi t e 
pore papery ~ nor- times daily, after meals and at bedtime. Detailed information available on 


mal living. request. Veriloid-VPM is supplied in bottles of 100, 500, and 1,000 scored 


% Trade Mark of Riker Laboratories, Inc. tablets. 


RIRER LABO RATS aac. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


DEGREES OF HYPERTENSION 
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the Stuart 
ino Acids 


(SOLUBLE BEAD FORM) 


FIRST COMPLETE 
AMINO ACIDS 
PRODUCT FOR 


' The Stuart Amino Acids contains all the 
amino acids (and only amino acids) in cor- 
rect ratio for nitrogen balance. It is bland 
in taste, completely and readily soluble.* 


6-OZ. BOTTLES AVAILABLE AT ALL PHARMACIES 


*For a demonstration of bland taste and com- 
plete solubility write The Stuart Company, 
234 East Colorado Street, Pasadena, Calif. 


(TABLETS): Also...in Tablet Form 
Amino Acids ons Biz 


(TABLETS) 


— ¥ 


11 VITAMINS | 9 MINERALS 
including Bi2 | including Calcium 


IN ONE SMALLER TABLET 


Containing both forms of Biz and 
exceptionally high content of 
Calcium—Folic Acid—Ferrous Glu- 
conate—High tolerance—No regur- 
gitation— High potency A esters— 
Tablet form releases iron in the 
stomach at desirable rate. 


Bottles of 100 Tablets | | 
Available at all pharmacies 


LOW COST TO PATIENTS 
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biliary tract disorders 


Hydrocholeresis with Decholin and Decholin Sodium produces a gentle lavage of the 
biliary tree. Copious, fluid bile flushes away mucus, pus and thickened bile and 
re-establishes normal drainage. 


for best results 


Hydrocholeretic therapy should be extended through the optimal treatment period. 
An average dose of Decholin is 1 or 2 tablets three times daily for four to six weeks 
Prescription of 100 tablets is recommended for maximum efficacy and economy. The 
course may be repeated after an interval of one or two weeks if desired. For more 
rapid and intensive hydrocholeresis, therapy may be initiated with Decholin Sodium. 


DECHOLIN 


Decholin tablets (brand of dehydrocholic acid) of 3% gr. (0.25 Gm.), in bottles of 100, 500, 
1,000 and 5,000. 


Decholin Sodium (brand of sodium dehydrocholate) is supplied in a 20% solution for intra- 
venous administration. 3 cc., 5 cc. and 10 cc. ampuls — boxes of 3, 20 and 100. 


Decholin and Decholin Sodium, trademarks reg. 


AMES COMPANY, INC + ELKHART, INDIANA ( 


Ames Company of Canada, Ltd., Toronto f.\ 
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Dosage Form 


A DEPENDABLE SCABICIDE 
AND PEDICULICIDE 


Prepared in a water-miscible, greaseless, nonstaining lotion 
vehicle, Kwell Lotion offers the utmost in convenience and 
ease of application. It is readily applied by mother or nurse 
without muss or bother, and it cannot stain clothing, towels 
or bed linen. Kwell Lotion is easily removed from the hands 
and night clothes by simple washing with soap and water. 


Kwell Lotion contains one per cent gamma benzene 
hexachloride, a scabicide and pediculicide of established 
therapeutic value. It is rapidly effective in scabies, a single 
application causing eradication of the infestation in most 
patients. In pediculosis, it is particularly valuable, especially 
in controlling outbreaks in schools and institutions. 


Kwell Lotion may be applied to children as well as adults, 
and may even be employed in the presence of secondary 
infection. Secondary dermatitis does not follow its use. 


Available on prescription at all pharmacies in 2 ounce and 
1 pint bottles. 
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COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, N.Y. 
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P A egnan cy~ 
lactation CAPSULES 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 
capsules. 


Each capsule contains: 
Dicalcium Phosphate (Anhydrous) 
Vitamin A (Ester) 


Vitamin D (Irradiated Ergosterol) 
Thiamine Hydrochloride 


NA ~VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. 
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Parenteral 


Clinical studies have demonstrated that the therapeutic activity of 
Cortone* is similar whether administered parenterally or orally. 
Dosage requirements are approximately the same, and the two routes 
of administration may be used interchangeably or additively at any 


time during treatment. 


Although the manufacture of Cortone—probably the most intricate 
and lengthy synthesis ever undertaken—has imposed unprecedented 
difficulties, every effort is being made to increase production and, 

in the meantime, to achieve an equitable national distribution of 
this vital drug. 


Literature on Request 


Key to a New Era in Medical Science *CORTONE is the resi. , 
® trade-mark of Merck & Co., Inc. 
0 7 OW for its brand of cortisone, 


ACETATE S 
COUNCIL ACCEPTED 
(CORTISONE Acetate Merck) 


MERCK & CO., INc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 


In Canada: MERCK & CO. Limited » Montrezl 
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| Oral 
F 
| 


ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY 


CONTAGIOUS DISEASE EAR INVOLVEMENTS © 


FORMULA: Glyceral (DOHO)..... 17.90 GRAMS 
(Highest obtainable spec. grav.) 


CHRONIC SUPPURATIVE OTITIS MEDIA 
BURUNCULOSIS AND | 
AURAL DERMATOMYCOSIS = 


FORMULA: Uree ... 2.0-GRAMS 
Sulfathiozole . 1.6 GRAMS 
Glycerol (DOHO) Base. 16.4 GRAMS 


Nasal Decongestant WITHOUT Circulatory 

or Respiratory Effect 

COMMON COLD: SINUS INFECTIONS - PRE AND 
POSTOPERATIVE NASAL SHRINKAGE-HAY FEVER @ 
ALLERGIC AND HYPERTROPHIC RHINITIS 


FORMULA: Desoxyephedrine Saccharinate 0.50% w/v in an isotonic oqueaus 


: Supplied in THE DOHONY SPRAY-O-MIZER* 
NON-TOXIC — BACTERICIDAL Also for Office and Hospital use: 
in Pint bottles, 


Scientific and Clinical Data sent on request 
OHO CHEMICAL CORP., 100 Varick St., New York 13, N. 
© Also MALLON DIVISION — Makers of RECTALGAN J 
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more and more 
hospitals 


and 
doctors 


find 


the way to 
administer 


morphine 
sulfate 


AMPINS are the fastest method of administering ' 
Morphine Sulfate for emergency or routine 
medical use. They deliver the exact dose 

the doctor prescribed.'! They are tamper-proof. 
It is impossible to remove the contents of an Ampin 
without destroying its ability to function. 

They are preferable for home calls where syringe 
and needle sterilization is most time-consuming. 
Here’s why the Ampin should be your method of 
choice for narcotic administration: 


! Batterman, R.C. & Rovenstine, E.A., Jl. of Laboratory and Clinical 
Med., May, 1950. * Cadmus, R.R., Modern Hospital, Sept., 1950 


@ Ready for immediate use day or 


AVAILABLE: AMPINS OF MORPHINE SULFATE** night. 
10 mg. (1/6 gr.) lec; © Nothing to sterilize or assemble. 
15 mg. (1/4 gr.) lee; 
30 mg. (1/2 gr.) Tce; © Easy to use. 


AMPINS OF MORPHINE SULFATE, 15 mg. (1/4 gr.) 
and ATROPINE SULFATE, 0.4 mg. (1/150 gr.) lec.** 


© Delivers an accurate dose. 


“Reg. U. S. Pat. Off., U. S. Patented and Patents Pending e ‘ ° 
**Federal Narcotic Blank required. Provides better narcotic control. 


© Disposable. 


PHARMACEUT! 
a @ Ampins save time and eliminate 


syringe and needle costs.” 


Chr © No danger of syringe-transmitted 


hepatitis. 


(PROFESSIONAL PRODUCTS DIVISION) CLEVELAND 4, OHIO 
Distributed in Canada by Wingate Chemical Co., Ltd., Montreal, P.Q. 


AMPINS, AS A DEVICE, HAVE BEEN ACCEPTED FOR ADVERTISING IN PUBLICATIONS OF THE AMERICAN MEDICAL ASSOCIATION. 
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carly realimentation and hydeetion 
by the oral route” 


! 
cent studies’? have demonstrated the unusually dependable value of 
Arobon in acute diarrheas of infants and children. Within a matter of one 
to two days, in the majority of patients the stools thicken and lessen in fre- 
quency. Thus early re-alimentation and hydration by the oral route and 
earlier resumption of normal feeding are possible. 

Arobon, processed from carob flour, owes its pronounced anti-diarrheal 
activity primarily to its high content of lignin as well as pectin. Absorbing a 
considerable amount of water, it swells to a bland, smooth, bulky mass in 
the intestine, which eliminates offending bacteria and toxins with the stools, 
thus causing the diarrhea to subside quickly. 

Arobon is indicated in all types of diarrhea in infants and children. It is 
palatable and readily tolerated. Arobon is ready for use by merely boiling 
it in water for 14 minute. 


1. Smith, A. E., and Fischer, C. C.: The Use of Carob Flour in the Treatment of Diarrhea in 
Infants and Children, J. Ped. 35:422 (Oct.) 1949. 

2. Kaliski, S.R., and Mitchell, D. D.: Treatment of Diarrhea with Carob Flour, Texas State 
J. Med. 46:675 (Sept.) 1950. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 


SPECIALLY PROCESSED CAROB FLOUR 
| MUCH UW 
| AWD 
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patients can’t 


“SLEEP OFF” hypertension... 


prolonged vasodilation should accompany sleep 
as well as the day's activities. (One more reason why 
NITRANITOL is the most universally prescribed 


drug in the management of hypertension.) 


FOR GRADUAL, PROLONGED, SAFE VASODILATION 


When vasodilation alone is indicated. Nitranitol. 
(% gr. mannitol hexanitrate. ) 


When sedation is desired. Nitranitol with Pheno- 
CINCINNATI © USA. barbital. (% gr. Phenobarbital combined with % gr. mannitol 
hexanitrate. ) 


For extra protection against hazards of capillary 
fragility. Nitranitol with Phenobarbital and Rutin. 
(Combines Rutin 20 mg. with above formula. ) 


When the threat of cardiac failure exists. Nitranitol 
with Phenobarbital and Theophylline. (% gr. mannitol 
hexanitrate combined with % gr. Phenobarbital and 1% grs. 
Theophylline. ) 
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suppositories 
protected potency 


Bronchospasm, respiratory distress and anxiety are suppressed by 
AMINET Suppositories — effectively, quickly, safely and lastingly. 
Valuable for both therapy and prophylaxis, AMINET combines amino- 
phylline for relaxing effect and pentobarbital sodium for sedative 
effect. This dual action that rapidly overcomes respiratory distress is 
therapy well-established in intrinsic and extrinsic asthma, cardiac 
asthma and Cheyne-Stokes respiration. 

A unique improvement over older suppository bases, the new AMINET 
base* developed by Bischoff is stable and non-reactive. Potency of 
AmINeET Suppositories is retained.even after long storage at high tem- 
perature, so that the patient gets the prescribed dose of aminophylline 
whenever the suppository is used — weeks or months after purchase. 


7 
FULL STRENGTH ~— aminophylline 0.5 Gm. (gr. 
HALF STRENG — aminophylline 0.25 Gm. (gr. 34) and sodiu: 
T BISCHOFF COMPANY, INC 1VORYTON, CONNECTICUT 


THE 


DOESNT CHANGE THE SAFETY FACTOR! 


Clinical studies covering hundreds of patients over extended periods 
of time have demonstrated the virtues and tolerability of both Koromex 
Jelly and Cream. Each contains the same active ingredients which guar- 
antee equal effectiveness and no disturbance to the normal vaginal 
PH or to vaginal biology. The cream is slightly less lubricating than 
the jelly. The availability of Koromex Jelly and Cream provide 
alternates to meet with the physiological variant of your patients. WITH EVERY KOROMEX 


DIAPHRAGM PACKAGE 


° ONE TUBE OF KOROMEX 
ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN BENZOATE 0.02% AND PHENYL- JELLY AND CREAM IS IN- 


MERCURIC ACETATE 0 02% IN SUITABLE JELLY OR CREAM BASES. AVERAGE PH 45 4 CLUDED AT NO CHARGE. 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. * 145 HUDSON ST., NEW YORK 13, N. Y. MERLE tL. YOUNGS 
PRESIDENT 
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A Dexamyl Case History 


The unique value of Dexamyl* in providing symptomatic relief from mental and 
emotional distress is clearly demonstrated in this case history—from the file of a 
Philadelphia general practitioner. 


Patient: B.H. (shown in photos on opposite page), age 46, 
married, the mother of a 16-year-old son. She has financial 
security and "no real cause for worry," but she "enlarges the 
Simple vicissitudes of life until they become great anxieties." 


The patient is mentally alert and has a fair sense of humor, 
but even this does not free her from her "moods" and appre- 
hensiveness. "Her aches and pains are legion." She has 
frequent headaches attributable to the early menopausal syn- 
drome. Most of her pain centers in the back along the spinal 
column. X-rays show osteoarthritic areas. 


Her main complaint: morning depression and irritability. 


Medical treatment: Dexamyl--2 tablets after breakfast and 
1 tablet after lunch. 


Results: "Dexamyl ... ironed out the morning so that the 
early hours were more tolerable. It soothed her anxieties; 
her son's boyish ineptitudes were made understandable; her 
household duties became less burdensome. Morning living 
became more livable." 


D examyl! balanced combination. 
of ‘Dexedrine’ and Amobarbital, Lilly | i 


Each tablet contains ‘Dexedrine’ Sulfate, 5 mg.; amobarbital, Lilly, % gr. (32 mg.) 
“T.M. Reg. U.S. Pat. Off. 


| Smith, Kline & French Laboratories, Philadelphia 
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These candid photographs of Patient B.H.—snapped unbeknown to her—were taken 
during an interview in her physician's office. This study of the patient describing 
her symptoms of mental and emotional distress forms an interesting complement to 
the case history on the opposite page. 


; 
| 


ANTIHISTAMINE ACTION 


HISDRIN makes possible full 
antihistamine effect for prolonged 
periods, but reduces such complicating 
side actions as drowsiness or lethargy. 
Its desirable clinical behavior is due 
to a rationale combination of a de- 
pendable antihistamine agent and a 
sympathomimetic drug which exerts 
a stimulating action on the central 
nervous system. 


In patients who develop drowsiness 


FORMULA 


Each Hisdrin tablet contains: 

Semikon hydrochloride 

(Methapyrilene hydrochloride) 50 mg. 
Semoxydrine hydrochloride 

(d-Desoxyephedrine 

hydrochloride) 

It is available on prescription 
through all pharmacies. 


upon taking an antihistamine agent, 
the mild cerebral stimulation afforded 
by Hisdrin aids in overcoming this 
tendency and allows full mental and 
physical activity. 


Hisdrin is indicated in the sympto- 
matic control of all allergic states in 
which antihistamines are of value: 
seasonal hay fever, allergic dermatitis, 
drug reactions, and many types of 
pruritus. 


THE S.E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK e SAN FRANCISCO « KANSAS CITY 
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lo be specific... 


ALLANTOMIDE 


VAGINAL 
CREAM with 9-Aminoacridine 


Here are the facts! A.V.C. Improven is specific for the treatment of 
Trichomonas vaginalis vaginitis. This statement is substantiated 


by cumulative clinical evidence. 


For example...Hensel* reports: “Symptomatic and bacteriologic 
cures were obtained in all of the 39 patients with Trichomonas vagi- 
nalis vaginitis, treated with A. V. C. Improven. It was equally effec- 
tive in monilial vaginitis and in nonspecific vaginitis.” 


*Hensel, Hubert A.: Postgraduate Medicine, 4:293-296, October, 1950. 


Available in 4 oz. tubes, with or without plastic applicator. 


The National Drug Company Philadelphia 44, Pa. 


More than half a century of service to the medical profession 
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the measure of a/good hemorrhoidal suppository.......++.. 


ARNT © HEMORRHOIDAL SUPPOSITORIES 


‘WARNER’ 


Preferred and Prescribed by Physicians 
for more than half a Century. 


ANUSOL* HEMORRHOIDAL SUPPOSITORIES 


promptly and effectively relieve 
the pain and discomfort of the common 


anorectal disorders. 


ANUSOL* HEMORRHOIDAL SUPPOSITORIES 


do not contain narcotic or analgesic 


anorectal disorders. 


For best results one ANUSOL* 
in the morning and at bedcime and 


immediately following each evacuation. 


ANU © HEMORRHOIDAL SUPPOSITORIES, individually 


“WARNER foil wrapped, are available in boxes of 6, 12 and 48. 
WILLIAM R. WARNER 
Division of Warner-Hudnut, Inc. 


*T.M. Reg. U.S. Pat. Off. NEW YORK LOS ANGELES ST. LOUIS 
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TO CALM HE 
here’s a New bficle for sedative therapy 


ere: 
: 


- 


Prompt, Adequate, Controlled Sedation 


Nor, for a mild sedative or a change from pheno- 


barbital or bromides, a great improvement in a proven 
product provides you with a new vehicle: the newly 
improved, better-tasting NeEMBuTAL Elixir. 

This sparkling clear, orange-colored medication is now 
decidedly palatable, easy to take, though not so delicious 
that patients will crave it. Onset is rapid, effect may be 
brief or somewhat prolonged, by adjusting dosage. There’s 
usually no “hangover” and little tendency toward cumu- 
lative effect because, in the absence of serious liver damage, 
NemBUTAL is quickly and completely destroyed in the body. 
Dosage is about one-half that required by many barbiturates. 

Miscibility of the new Nemburat Elixir is far greater 
than the old. Its compatibility is much wider, making it 


an excellent vehicle for mixed prescriptions. Potency is the 


PENTOBARBITAL, 


same: each teaspoonful (1 fl.dr.) represents 15 mg. (14 gr.) 
of NemButa. Sodium. 

The next time a mi/d sedative is indicated, choose the 
new Nemsutat Elixir, supplied in 1-pint shelf-saving and 
1-gallon bottles. And remember, whatever your short- 
acting sedative or hypnotic needs, there’s an effective 
NemsButat product available in convenient small dosage 
Abbott 


form. For literature, write to Abbott 


Laboratories, North Chicago, Illinois. 


TRY THE IMPROVED, BETTER-TASTING 


embula ELIXIR 


ABBOTT) 


4 = _ x : 
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Lipotropic Therapy can be Adequate . . . with WYCHOL 


WYCHOL Syrup provides a potent combination of lipotro- 
pic factors—choline and inositol. It is so palatable, patients 
will gladly adhere to the prescribed dosage schedule—and 
thus secure the full benefits of therapy. 

And Now, a Practical Way to Maintain Day-Long Therapy 

Prescribe the new, convenient 

WYCHOL CAPSULES to assure continued therapy while 
the patient is away from home. 


For impaired fat metabolism and cirrhosis of the liver — inten- 
sive, sustained lipotropic therapy is recommended and facilitated 
by the combination Syrup and Capsule regimen. 


WYCHOL 


CHOLINE AND INOSITOL Wyeth 


Wyeth Incorporated, Philadelphia 2, Pa. 
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APPLYING THE MOST RECENT ADVANCES | 
‘IN THE THERAPY OF LIVER DISEASE 


and other disorders 
associated with impaired 


TRADEMARK 


Provides Choline and Methionine “Another 
in Potent Tablet Form << Central 
for Dual Lipotropic Effect “Sa 


contains the important lipotropic factors, choline 
_and methionine, which have been found to prevent or correct 
disturbances of fat metabolism and to protect the liver against 
injurious influences. Lipotropic agents have shown promise in 
liver cirrhosis, toxic and infectious hepatitis, atherosclerosis, 
hypoproteinemia and toxemia of pregnancy, and diabetes— 
all conditions in which disordered fat metabolism or liver 
damage is involved. 


@ Provides dual action of choline 
and methionine @ Provides high-potency dosage of both choline 
and methionine e Presented in convenient tablet form... 
sugar coated for patient-acceptance 


Choline Bitartrate , : Bottles of 100, 
dl- Methionine . 0.167 Gm. 500, and 1,000. 


THE CENTRAL PHARMACAL COMPANY 
Products Born of Continuous Research 
SEYMOUR, INDIANA 
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While the patient lies 


_DERMASSAGE 


> Oily lotion helps prevent bed sores 


The soothing, emollient character of Dermassage 

has made it a confirmed ally in measures for the 
prevention of bed sores and in massage. Its lanolin and 
olive oil content lubricates skin surfaces and reduces 
the likelihood of skin cracks and irritation 
resulting from dryness. A pleasant cool sensation 
is produced by menthol, without resort to rapid 
evaporation and loss of skin moisture. 


» Hexachlorophene gives added protection 


With the addition of hexachlorophene, effective 
germicidal and deodorant agent of low toxicity, 
Dermassage has acquired greater protective value. It 
LETTERHEAD makes possible a lowered bacterial count on skin areas 
for a liberal Trial Sample of to which it is routinely applied, thus 
EDISONITE SURGICAL CLEANSER minimizing the risk of initial infection should 
Instruments come spotlessly clean skin breaks occur in spite of precautions. 


An efficient means of protecting the patient against skin discomfort 
or damage while confined to bed or wheel chair in 

hospital or home. Used and approved in 

Hormless to hands as to metal, thousands of hospitals, coast-to-coast, 

glass and rubber. and on the recommendation of doctors, 

EDISON CHEMICAL COMPANY nurses and hospitals to patients 

30 W. Washington St., Chicago 2 returning home. 


30 W. Washington, Chicago 2 


Please send me, WITHOUT OBLIGATION, 
your Professional Sample of Dermassage. 


TEAR HERE 
and pin to your 


probing “chemical fingers” solution. 
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SIGMOIDOSCOPIC 
VIEW OF RECTUM 


Shivella paradysentertae: 


“Six children between the ages of four and six years 
... given terramycin. The diarrhea which was 
pronounced in each case stopped within 48 hours 
in the case of four patients and within 72 hours 

in the other two ... In all cases, the organism 
disappeared from the stool after treatment was 
started and did not reappear.”! 


Terramycin “is an effective agent in the chemotherapy 
of ... chronic bacillary dysentery. 


999 
~ 


1. Dowling, H. F., et al.: Ann. New York Acad, . 
Se. 53:433 (Sept. 15) 1950. 


2. Sayer. R. J., et al.: Am. J. M. Sc. 221:256 
(March) 1951, 


available Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Opthalmic Solution. 


ANTIBIOTIC. DIVISION CHAS, PFIZER & CO., INC., Brooklyn 6, N. Y. 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


*K GENERAL PRACTITIONER 


The American Academy 
of General Practice 


At last you, as an alert, progressive physician, can read 
a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading” if 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of — GP! 


EXACTLY FITS YOUR NEEDS! 


American Academy of General Practice 
406 W. 34th Street 
Kansas City 2, Missouri 


Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 
| receive 13 issues for the price of 12. 


You may bill me for the subscription price of $10.00, 


GET YOUR COMPLIMENTARY COPY NOW! ” 
payable by the 10th of next month. 


M.D. 


ADDRESS 
CITY STATE 


“4 
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“a single daily dose 
given at night” 


Two 12.5 mg. tablets of PHENERGAN, 
given at bedtime, generally provide 
adequate, prolonged relief from aller- 
gic symptoms. 


Its antihistaminic action far outlasts 
PHENERGAN’S sedative effect—the only 
important side action (1 out of 5 cases), 
and a distinct advantage in the bed- 
time dosage regimen. 


1. Bain, W. A., Broadbent, J. L., and Warin, R. P.: Lancet 
2:47, 1949. 


Issued in scored tablets of 12.5 mg., 
bottles of 100; on prescription only. 


HY DROCHLORI 
N-(2'-dimethylamino-2'-methylethyl) 
phenothiazine hydrochloride 


Wyeth \ncorporated, Philadelphia 2, Pa. 
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for the 
pain, 
depression, 
and 


cramps* of 


*“The most satisfactory antispas- 
modic drug for use in spastic 
dysmenorrhea is, in my experience, 
Benzedrine Sulfate . . .’”! 


Each dose (2 tablets) contains: 
“‘Benzedrine’ Sulfate . 5 mg. 
Acetylsalicylic acid 

Phenacetin 


Be sure to prescribe 2 tablets 
per dose—to get the full benefit 
of the ‘Benzedrine’ component. 


For unusually severe dysmenorrhea, 
prescribe ‘Edrisal with Codeine’ 


‘Edrisal’ and ‘Benzedrine’ T.M. Reg. U.S. Pat. Off. 


. Janney, J. C.: Medical Gynecology, ed. 2, 


Philadelphia, W. B.S ders Company, 1950, p. 365. 


Smith, Kline & French Laboratories, Philadelphia 


dysmenorrhea 
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Distributed BY 
OWN LaporaTome® 
Decatur, 


When the contents of the 20 cc vial of diluent are mixed 
with the vial of Beviplex each cc will contain: 

Thiamine HCI 

Niacinamide 

Riboflavin 

Pyridoxine 

Sodium Pantothenate .. 

Ascorbic Acid 
USES AND INDICATIONS: Nausea, vomiting of pregnancy, 
atonic constipation, avitaminosis B-Complex, for tonus of 
nervous system; anorexia, lowered endurance, gastro-in- 
testinal disturbances. (e.g. severe diarrhea); muscular weak- 
ness, pain and parasthenia in arms and legs, edema, low 
blood pressure, augmented metabolism (in febrile condi- 
tion, hyperthyroidism, of vigorous muscular activity) poly- 
neuritis — muscle cramps and atrophy; — Cardiovascular 
dysfunction; and beri-beri (lameness, ataxia, disturbances 
of motor and sensory nerves, labored breathing); derma- 
titis. 


DRY STABILITY 


When the contents of the 30 cc vial of diluent are mixed 
with the vial of Methioplex, each of 2 cc contains: 


Pantothenic Acid ..............:. 

USES AND INDICATIONS: Liver damage of nutritional defi- 
ciencies, Cirrhosis due to toxemia and eclampsia of preg- 
nancy. Routine administration of Methioplex provides pro- 
phylaxis. Liver damage in arsenic therapy, Prophylactic 
doses of Methioplex will prove of exceptional value in pre- 
venting the jaundice so evident in the use of arsenicals for 
luetics. TNT poisoning, chloroform poisoning, halogenated 
hydrocarbon poisoning in general, recovery from the dam- 
age of anasthetics, severe burns, hepatitis dimunition of 
vaccine injury and upset, chronic fatigue. _ 
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Methionine ........................ 50 mgs. 
f Niacinamide ......................100 mgs. 
. — 
. 


tn the contents of the 10 cc ampul of Thiamine are 
watt mixed with the contents of the 30 cc vial of the other B- 
factors present, each cc will contain: 


USES AND INDICATIONS. of pregnancy, 
nervous diseases, atonic constipation, avitaminosis B-Com- 
plex, for depressed emotions and tonus of nervous system. 
Also anorexia, lowered endurance, gastro-intestinal dis- 
turbances and other disturbances due to the lack of B-Com- 
plex. (See description under “Beviplex with C”) 


Each 2 cc contains: 

Thiamine HCl 

Niacinamide Pyridoxine 

Riboflavin % Vitamin B-12 10 micrograms 

Sod. Pantothenate Liver 

Each companion via! of diluent contains: 

Water for injection q.s. Benzyl alcohol 1% 
USES AND INDICATIONS: Pernicious anemia and macrocy- 
tic anemia as in sprue. Also in pathological conditions of 
the gastro-intestinal tract, the anemia of syphilis, general 
debility, nausea, vomiting of pregnancy, atonic constipa- 
tion, avitaminosis B-Complex, for tonus of nervous system; 
anorexia, lowered endurance, gastro-intestinal disturb- 
ances (e.g. severe diarrhea); muscular weakness, pain and 
parasthenia in arms and legs, edema, low blood pressure, 
augmented metabolism (in febrile conditions, hyperthyroid- 
ism or vigorous muscular activity); polyneuritis—muscle 
cramps and atrophy; cardiovascular dysfunction; and beri- 
beri (lameness, ataxia, disturbances of motor and sensory 
nerves), dermatitis. 


LABORATORY PARK * BOX 1139 ¢ DECATUR, ILLINOIS 


3 mine mgs. 
Pyridoxine ........................ mgs. 
LIVERPLEX 
| | 
PLEXIR wit! | 
sitinelt 
ote kL NCO | PIONEERS OF HORMONE SUSPENSION 
é | N C 


new | minute 


READ RESULTS INSTANTLY! 
No li 


a 


ted calculati 


tandards are sel 
which most closely match developed 
color. Numbers atop standards tell 
results instantly in milli t 


PRICE: Complete Kit .... $32.50 


methods: 


at required 


MELITEST 


| BLOOD-SUGAR| /rocedure 


fer doclows office 


or bedside 


Never before has determining blood sugar 
been made so easy, or so quick. 

With Melitest, blood sugar may now be 
determined in Doctor's office, 

or at bedside, in 12 minutes. 

Think what this means to the nervous adult, 
to the obese patient with hidden veins, 

to the frightened child. 

No special laboratory skill is required. 
Accurate diagnosis and therapy 

can be based on Melitest blood sugar findings. 
Melitest standards are ranged 

for glucose tolerance 

and offer true blood sugar values. 

Only two reagents are required with Melitest. 
Stability of both reagents and 

standards is assured by the provision of 
quantitative glucose check solutions. 

Reagent refills are available at nominal price. 


ine. 


“3202 Los Felix Bivd., Los 30, Calif. 
Our products sold only through Surgical Supply Dealers 4s 


e 
e 
e 
e 
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Doclor — tor your library 
FREE BLOOD SUGAR MONOGRAPH 


You may have this monograph on 
blood sugar just for the asking. 
Please use the adjoining coupon. 


without charge. 


0 Ask my dealer to 
demonstrate the 


Biochemical Methods, Inc. 
3202 Los Feliz Blvd. 
Los Angeles 39 


( Send me your BLOOD 
SUGAR MONOGRAPH 


MELITEST KIT for me. 


DOCTOR 


ADDRESS 


CITY ZONE STATE 


MY DEALER'S NAME 


ADDRESS 
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National Officers 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 


J. P. Sanpers, M.D., President, 106 East Kingshighway, Shreveport, Louisiana 

R. B. Rosins, M.D., President-elect, 111 Van Buren, Camden, Arkansas 

Frep A. Humpurey, M.D., Vice-President, Box 113, Fort Collins, Colorado 

U. R. Bryner, M.D., Treasurer, 508 E. South Temple Street, Salt Lake City, Utah 
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Multiple Vitamin 
Deficiencies 


“|. . Deficiency diseases clinically evi- 
dent are usually associated with addi- 
tional tissue deficiencies of nutrients 
not yet clinically manifest.” (Jolliffe, 
Tisdall & Cannon: Clinical Nutrition, 
New York, Hoeber, 1950, p. 633-634.) 


THERAG RAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


~—supplies all of the vitamins indicated 
in mixed vitamin therapy in the clini- 
cally proved, truly therapeutic ‘“‘practi- 
cal formula’’* recommended by Jolliffe. 


Each Theragran Capsule 

gives your patient: 

Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000°U.S.P. units 
Thiamine hydrochloride ....10 mg. 
sess 


Bottles of 30, 100, and 1000 


* Thiamine content raised to 10 mg, 


for true vitamin therapy... 
specify THERAGRAN® 


(Continued from page 23) 
magazine about aquariums written by Dr. Edwin Matlin. 
The Institute believes that this article is outstanding for 
the effective and well-written manner in which the attrac- 
tive features of aquariums were described by the author. 
My physicians find aquariums excellent waiting-room 
attractions to occupy their patients and to keep children 
and adults alike absorbed and relaxed rather than tense 
and distracted while waiting their turns. 
Other doctors have advised the hobby of aquarium 
keeping as a recreation for relief of tension and nervous- 
ness caused by overwork and strain. Aquariums have also 
been valuable as a diversion for shut-ins and invalids. 
Dr. Matlin’s article concisely outlined these values in 
such a delightful manner that we would like to repeat his 
article in our own material. May I compliment you on the 
interesting department, “After Hours,” which contained 
this feature. 
Miss By Hamrick 
Director 

Aquarium Institute 

of America, New York 


This fish story may well be retold; permission granted. 
—Ep. 


Opportunity for Practitioner 
Dear Sir: 

I wish to inform you of our offer to a suitable general 
medical doctor in our community. 

We have a small, ground-floor, brick building directly 
across the street from our drugstore. We will remodel this 
building and let a doctor use it for office space, rent-free 
for the first year. Thereafter, the amount of the rent will 
be very small. 

We are situated in a community of at least 2,000 peo- 
ple, located 9 miles from Atlanta. There are no doctors 
within a 3-mile radius of our store. We are in the same 
county as the new Lockheed Bomber Plant, located in 
Marietta, Ga. There is a definite need for a doctor here. 

Any help you may be able to give me toward locating 
a doctor for our community will certainly be greatly 
appreciated. 

I would also appreciate the names and addresses of any 
good medical placement bureaus you may know about. 

I will be glad to give more detailed information con- 
cerning our community to anyone who is interested. 

Eucene McMutran 
McMullan Pharmacy 
Oakdale Community 
Smyrna, Georgia 


Responsibility in Montana 
Dear Sir: 

Many thanks for the very fine editorial published in the 
April, 1951, issue of GP about the school conference 
which was sponsored by this Association last June. 

Your comments are particularly appropriate and will be 
of great value to us and to other associations because you 


emphasize so clearly the responsibility of the physician to 
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a’ 
Niacinamide ...................... 150 mg. 
Ascorbie acid .................... 150 mg. 


‘ assume the leadership in all problems of community 
health. 

Later this year, the Montana Medical Association will 
sponsor a second Conference on Physicians and School 
Health. We hope that the physician attendance will be 
much larger than it was last year and that more of our 
members will accept their responsibility in school health 
programs, assuming leadership in the development of a 
sound school health program in each community in 
Montana. 


L. R. Hecianp 
Executive Secretary 
Montana Medical Association 


General Practice Fellowship 


Dear Dr. Truman: 


I was very interested in reading your letter in the West- 
ern Journal of Surgery in which you so succinctly and 
correctly place the general practitioner in his proper per- 
spective in the practice of medicine. In this regard, we 
here at the Clinic, which is composed of specialists, share 
the same basic views. To this end, we have established a 
General Practice Fellowship with which you may already 
be familiar. We hope that the American Academy of 
General Practice may be able to encourage such fellow- 
ships, as we are of the opinion that they offer one of the 
best methods for training men who are interested in going 
into general practice. 

Our fellowship gives such a man the opportunity of 
spending a year of advanced work under supervision in 
individual specialties, so that he will be better qualified 
to perform those procedures for which he is qualified, and 
yet not exceed his abilities in more highly specialized pro- 
cedures. 

We should appreciate it if the American Academy of 
General Practice would keep this fellowship in mind in 
replying to requests for information jn regard to advanced 
training for general practice. “ 


Kerru P. Russert, M.D. 
Committee on Fellowships 
The Moore-White Clinic 
Los Angeles, California 


Pardon Our Blushes 
Dear Sir: 

I was very proud of the space you gave my article in 
the May issue of GP. I appreciate the honor of having 
been asked to give the story of Bethesda Hospital and its 
general practice group (May issue, page 113). 

Your magazine is very impressive. The articles and fea- 
tures alike bear the stamp of authoritativeness. The make- 
up and the interest-compelling subject matter show that 
you and your organization really have a working profes- 
sional knowledge of a high class magazine. The printing, 
the paper, the advertisements, and the cover add up to a 
“bang-up” job. 


N. McGrxniss 


Bethesda Hospital 
Cincinnati, Ohio 
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Multiple Vitamin 
Therapy 


“... Patients fare much better when 
[the deficiencies] are treated simul- 
taneously. . .. Convalescence is delayed 
when one gives only one vitamin at a 
time...” (Spies & Butt in Duncan, G. 
G.: Diseases of Metabolism, ed. 2, 
Philadelphia, Saunders, 1947, p. 504.) 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


ZZ: 


Each Theragran Capsule 
gives your patient: 


Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000 U.S.P. units 
Thiamine hydrochloride .... 10 mg. 

Niacinamide . 
Ascorbic acid 


Bottles of 30, 100, and 1000 


When you want truly therapeutic dosages= 


specify TH E RAG RAN® 
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Comprehensive Individualized Local Therapy 


For effective, “graded”, non-disfiguring “peeling’'—for the 
frequently concomitant scalp condition —and to cover the 
< blemishes during therapy—more and more dermatolo- 
_ gists are relying on these proved Almay preparations: 


m 


2 3 
‘ 


UNDS 
AND SULFUR comPo 
ALMAY RESORCIN inted) 


f 
Lotion: Regular (full) strength or 
thick and oily 
ra skins oF new 


Washable for day- 
sions or more rapid pe 
or brunette). 


Ointment: 


LOTION SALICYLIC RESORCINOL 
MONOACETATE COMPOUND 
Plain—for oily hair With Oil—for dry hair 


efficacious in combating dandruff and in keepi 
scalp and hair in good condition. — 


_ ideal base for 
TION kin 


ea 
ng, available 3 shades 


t 
DER—sulfur conten 
tive shades. 


e cream for 


ALMATONE — detergent, all-purpos 
more tender, less oily skins. 


GP @ Volume IV, Number 1 


| 
cases to determine 
able in blonde or brunette shades. ee a 
Inetration (blonde 
ALMAY FOUNDATION LO 
make-up of oily skin; instan : 
blemishes, non-greasy, long-h i 
_. . Blonde, Brunette, Dark. 
ALMAY SULFUR FACE 
5%, available perfumed in 8% 
3 
ALMAY GREASELESS CREAM — for very oily oF 
| <kins: detergent, emollient, drying. 
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Infantaloons 


A uicuuicut of the party for Dr. Argue was 
a parade of 25 “babies,” one for each year be- 
tween 1925 and 1949, during which time the 
country doctor delivered 1,309 in pants.-Went- 
worth County (N.H.) Gazette. 


Well, Ain’t Corns Horny? 


Wen the stork overtook his wife, he tucked 
the baby under his right arm, drove with his 
left and sped on to the hospital, all the while 
honking his corn with his right elbow.—Jackson 
CInd.) Journal. 


Cat-alepsy, Probably 


Miss IsaBeLta GARDENER, of Belmore, who 
has been in a New York hospital for two months 
with puss on the knee, will spend a month with 
her sister, Mrs. James Wilford.—Belmore (N. Y.) 
Weekly Advertiser. 


This One’s Miss-leading 


wantTep. Busy doctor has well-paying 
opening for alert young woman to act as decep- 
tionist. Reference required.—Wellsboro (La.) 


Appeal. 
ra 


“Miss Schmaltz, speak to me! Who is Cyclops?” 


OPTIC, 
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MERCUHYDRIN is unexcelled for draining edematous 
tissues of cardiac or renal origin. 


a 


SODIUM 


well tolerated locally, a of chotce 


effective To remove excess body fluid, water-binding sodium 
must be eliminated.!:? This MERCUHYDRIN does. Clinical investi- 
gation has shown that “the average total excretion of sodium in 
24 hours was increased more than four times by MERCUHYDRIN 
injections.” 


well tolerated systemically Both experimental! and clinical*-® 
evidence attest to the relative safety of MERCUHYDRIN. Exhaustive 
renal function tests and electrocardiographic studies have demon- 
strated that it is notably free from unfavorable clinical effect.>-* 


high loca! tolerance MERCUHYDRIN is outstanding for its local 
tissue peti High local tolerance permits intramuscular ad- 
ministration — with minimal irritation and pain—as often as re- 
quired for the frequent-dosage schedule of current clinical practice. 


MERCUHYDRIN (meralluride sodium solution) is available in 1 cc. 
and 2 cc. ampuls. 


bibliography: (1) Donovan, M. A.: New York State J. Med. 45:1756, 1945. 
(2) Reaser, P B., and Burch, C. E.: Proc. Soc. Exper. Biol. & Med. 63:543, 1946. 
(3) Griggs, D. E., and Johns, V. J.: California Med. 69:133, 1948. (4) Chapman, 
D. W, and Schaffer, C. FE: Arch. Int. Med. 79:449, 1947. (5) Modell, W.; Gold, H., 
and Clarke, D. A.: J. Pharmacol. & Exper. Therap. 84:284, 1945. (6) Finkelstein, 
M. B., and Smyth, C. J.: J. Michigan M. Soc. 45:1618, 1946. (7) Gold, H., and 
others: Am. J. Med. 3:665, 1947. 
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Only one or two tablets daily—plus an occasional! injection—are 
needed to maintain the cardiac patient at “dry weight” employing 
Tablets MERCUHYDRIN® with Ascorbic Acid. Some patients—freed 
of accumulated fluid with parenteral meralluride sodium—may 
be kept edema-free on tablets alone. 


Tablets MERCUHYDRIN with Ascorbic Acid permit daily fluid con- 
trol with a minimum of injections facilitating the frequent-dosage 
schedule of modern diuretic therapy. 


ideal for ambulant patients and those who cannot be given 
frequent injections. 

well tolerated when prescribed in the recommended dosage. 
effective in producing mild, sustained diuretic action. 


convenient—the oral is the safest and most convenient route. 


Keep your cardiac patients edema-free with . . . 


WITH ASCORBIC ACID 


dosage: One to two tablets daily—morning or evening—preferably after 
meals. 


available: Bottles of 100. Each tablet contains meralluride 60 mg. and 
ascorbic acid 100 mg. 
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The family now 


Now under the one trusted name PABLUM® you 
may prescribe four precooked infant cereals. 

The original Pablum, the world’s first precooked 
enriched cereal, is now called PABLUM MIXED 
CEREAL. Pabena® is now PABLUM OATMEAL. And 
two new Pablum cereals are available — 
PABLUM BARLEY CEREAL and PABLUM 
RICE CEREAL. 

A new manufacturing process brings out 
the full, rich flavor of all Pablum cereals. 

The new Pablum packages, designed for 
superior protection of contents, also safe- 
guard flavor and freshness. 


infant 


EY CEREAL 


SVILLE. IND, 


Only Pablum cereals have the convenient ‘‘ Handy- 
Pour” spout that opens with a flick of the finger, 
then closes tightly after the cereal is poured. 

Pablum Oatmeal, Barley and Rice cereals provide 
welcome flavor variety and are indicated when 
physicians prefer a single grain cereal. 

When allergies are involved, Pablum Rice 
Cereal is especially valuable—not only for 
infants, but for older patients. 

Behind all four Pablum Cereals are the 
experience and reputation of Mead Johnson 
& Company, pioneers in nutritional research 
for almost half a century. 
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